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As you are well aware, publication of The Journal 
of Nervous and Mental Disease has been running 
behind schedule. Because we are anxious to have the 
Journal appearing on time by the first of the year, we 
will publish only three issues in the remainder of 
1954—this one, Vol. 120, Nos. 1 and 2, July-August; 
Vol. 120, Nos. 3 and 4, September—October; and Vol. 
120, Nos. 5 and 6, November—December. 


The amount of text material will be the same as if 
you received six normal issues, because of the new 
double column format and the additional pages in 


each of these three issues. 


Every effort is going to be made to have the Janu- 


ary 1955 issue appear in January 1955. 
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TOXEMIA OF PREGNANCY AND SCHIZOPHRENIA 
WILLIAM S. WIEDORN, M.D. 


Scant attention has been paid to toxemia of 
pregnancy utilizing psychosomatic and adapta- 
tional concepts. The oft-noted similarities be- 
tween toxemia of pregnancy and other dis- 
eases of known psychosomatic pathogenesis 
(i.e., essential hypertension) and observation 
of obstetrical patients suggested that an exami- 
nation of toxemia from this point of view 
might prove fruitful. Recent work in general 
endocrinology and observation of patients with 
psychosis postpartally suggested that there 
might be a relationship between toxemia of 
pregnancy and schizophrenia. This paper is a 
preliminary report dealing with the initial ap- 
proach to the problem through the use of the 
statistical method to identify whatever relation- 
ship there is, if any, between toxemia of 
pregnancy and schizophrenia. The technique 
utilized to identify any possible significant 
association was the statistical review of the 
incidence of toxemia of pregnancy and com- 
parison in a non-schizophrenic control group, 
and a group which had already experienced 
on overt schizophrenic psychotic episode. 

Considerable interest has been shown in the 
past in the psychoses occurring postpartally. A 
review of the literature suggests some hint of 
a possible relationship. Olshausen, in 1891, 
divided the causes of the postpartial psychosis 
into: infectious, toxic and idiopathic (37). 
Many observers have noted the occurrence of 
psychotic states posteclamptically (3, 8, 31). 
In the past, some obstetricians and psychiatrists 
have considered toxemia to be a significant 
determinant in the genesis of psychosis post- 
partally—some noting that nervous symptoms 
were more frequent in toxemic patients, others 
recording a high incidence of toxemia in pa- 
tients with psychiatric and neurologic syn- 


1 


dromes (12, 7). The following may be taken 
as an example of older thinking: “. . . . in 
certain predisposed individuals, the toxic ele- 
ments of pregnancy, instead of manifesting 
themselves in the usual manner on the liver and 
kidneys, have a special predilection for the cere- 
bral cortex’”’ (2). 

A multitude of terms has been applied to 
psychoses occurring in the puerperium—con- 
fusional, postpartal mania, dementia praecox, 
toxic-exhaustive, etc., the toxic-exhaustive type 
being preceded by toxemia in most cases. 
Smalldon, in 1940, mentioning that the term 
toxic-exhaustive is used much less frequently, 
stated: “The tendency in the last decade seems 
to have been to classify fewer of these cases 
as psychosis with somatic disease, as apparently 
the great majority vary little if at all from 
the usual nonpuerperal psychosis” (29). 

Certain facets of toxemia of pregnancy raise 
the possibility of psychosomatic pathogenic 
factors. Toxemia of pregnancy (pre-eclampsia 
and eclampsia) is more common in women 
living under conditions of civilization; and 
varies with racial, socio-economic and cultural 
factors (32). Syndromes similar to human 
toxemia of pregnancy are found in other mam- 
mals. Bovine’ paturient paresis—an eclampsia- 
like syndrome—has been ascribed to the gen- 
eral adaptation syndrome, and occurs with 
greater frequency when the animals have been 
exposed to nervous stress (10). Selye, in 1946, 
raised the question of eclampsia as a disease of 
adaptation (23). Recently, the disease has been 
defined as one of hyperadaptation (17, 18). A 
close similarity between toxemia of pregnancy 
and DOCA intoxication has been noted (33). 

Evidence has been amassed which indicates 
significant endocrine factors in toxemia of 
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pregnancy. Adrenocortical hormones increase 
production of renal pressor substance (16). 
Stigmata of endocrine dysfunction occur in a 
high percentage of women with a history of 
toxemia (35). The role of the pituitary-adre- 
nocortical axis has been repeatedly emphasized 
(17, 18, 19, 22, 23). Endrocrinologic studies 
reveal increased adrenocortical activity in toxe- 
mics (17, 18, 30). Central neurologic compli- 
cations of eclampsia occur (26, 27). Damage 
to the neuraxis has been produced in rats 
treated with an, overdosage of desoxycorticos- 
terone acetate (24, 25). 

Evidence of disturbed physiology in schizo- 
phrenia has come from many sources, a few 
of which are of significance here. Association 
of schizophrenia with gross morphologic 
change has been noted for decades with many 
interpretations. Vascular change, diffuse fibrosis 
and multiglandular pathology have been 
recorded (15, 36). Psychotic factors are ob- 
served in asthma and chronic ulcerative colitis 
(1). Psychotic syndromes occur in Addison’s 
(6) and Cushing’s (28) syndromes, and in a 
setting of cortisone and ACTH administration 
(4). Steroid (9, 11) and stress (11, 14, 34) 
studies have demonstrated quantitative and 
suggested qualitative abnormalities of the pitui- 
tary-adrenocortical response in chronically ill, 
institutionalized schizophrenics. Hyperfunc- 
tional autonomic (13, 20) and emotional re- 
sponse (5) has been identified in early schizo- 
phrenia. Though there is certainly no clear evi- 
dence there are many suggestions that a rela- 
tionship might exist between toxemia of 
pregnancy and schizophrenia. 


MATERIALS AND METHODS 


The appearance of the clinical manifestations 
of toxemia of late pregnancy is taken in this 
study as the index of abnormal response to the 
stress situation—pregnancy. There are many 
factors which make toxemia of pregnancy an 
excellent index for such study, among which 
are: 

1. Pregnancy is a major stress felt at all 
levels—from maternal enzymatic systems to 
interpersonal relationships. 

2. The stress is definable, repeatable, of 
known duration, and occurs within the normal 
environmental setting. 

3. The signs of the syndrome are three non- 
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specific, abnormal physiologic responses to 
stress: hypertension, alubuminuria, and edema. 

4, The syndrome is not an organ or organ- 
system response, but rather is one of the total 
organism. 

The material in this study was drawn from 
case records at the Charity Hospital of New 
Orleans. Two series of patients were selected 
and studied. The first series is the control 
series—patients who have delivered one or 
more pregnancies at Charity Hospital and who 
have not yet been diagnosed as being psychotic. 
The second is the schizophrenic series—pa- 
tients who have delivered one or more preg- 
nancies at Charity Hospital, and in addition 
have been admitted and hospitalized on the 
psychiatric unit at Charity Hospital for an 
acute schizophrenic psychotic episode. 

Charts were selected by the following means: 
Those for the control group were selected on 
the basis of being signed out as “pregnancy 
delivered” regardless of other diagnoses. Those 
for the schizophrenic group were selected on 
the basis of being signed out as “schizophre- 
nia” regardless of other diagnoses. The charts 
for the schizophrenics were then reviewed, and 
those patients that had delivered one or more 
pregnancies at Charity Hospital, were then se- 
lected for the schizophrenic series. All of the 
chart material was reviewed thoroughly to in- 
sure the validity of the psychiatric diagnosis. 
If the case was questionable, it was excluded 
from the study. All charts were gathered by 
record room personnel unfamiliar with the aims 
of the project. 

A pregnancy was listed as toxemic if blood 
pressure of 140/90 mm. Hg or above, to- 
gether with albuminuria or edema, developed 
in the last trimester of pregnancy. No attempt 
was made to separate the toxemias into current 
clinical or pathologic types. Such differentia 
tions was felt to be not pertinent to, and be- 
yound the scope of, this study. In the few 
obstetrical records that were incomplete or 
questionable, the pregnancy was listed as non- 
toxemic, The same technique was used in ar- 
riving at an impression of toxemic or non- 
toxemic for the pregnancies of both the schizo- 
phrenic and control series. 

A number of definite and possible sources 0: 
error are introduced into a study of this type 
There is probably a higher over-all incidenc« 
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TABLE I.—Tora.t DaTA 





Control 
Series 
Total number of patients 54 
Total number of pregnancies 150 
Average number of pregnancies 2.77 
Percentage incidence of toxemia in 
total pregnancies 22.2% 


Schizo- Schizo- Schizo- 
phrenic phrenic phrenic 
Series Series Series 
(colored (colored (white 
and white) only) only) 
72 37 15 
155 127 28 
2.15 2.23 1.76 
46.4% 49.6% 32.1% 





of schizophrenia in the socio-economic group 
studied (21). It is assumed that subgroup dif- 
ferences within this area should be significant. 
Undiagnosed patients, from the psychiatric 
viewpoint, and those that will develop psy- 
chosis later in life are necessarily included in 
the control series. The patients in the schizo- 
phrenic series are only those that were sick 
enough to warrant admission and work-up on 
the psychiatric unit for an acute schizophrenic 
psychotic episode. These sources of error are 
interpreted as tending to diminish, rather than 
exaggerate, the differences observed between 
the control and schizophrenic series. Specific 
sources of error will be discussed as they are 
pertinent to the data. 

Total data for the control and schizophrenic 
series is presented in Table I. Since all the 
patients in the control series are colored, and 
the white and colored patients in the schizo- 
phrenic series show a: difference in the inci- 
dence of toxemia, the white patients have been 
excluded from subsequent statistical analysis, 
unless specifically mentioned. The difference in 
over-all incidence of toxemia in the schizo- 
phrenic series between the white (32.1 per 
cent) and colored (49.6 per cent) patient's 
pregnancies (though not statistically significant, 
P is greater than 0.05) probably represents a 
difference in exposure to total stress. When 
tested for statistical significance, the figures for 
the incidence of toxemia in the total pregnan- 
cies in the control group (22.2 per cent) and 
the colored patients of the schizophrenic series 
are found to be significant; P equals less 
than 0.001, 

The mean current age (as of 1953) of 53 
patients in the schizophrenic series is 32.1 years. 
The mean age for the first psychotic break for 
57 patients in the schizophrenic series is 27 


years. It should be remembered here that a 
special group of psychotic patients is dealt 
with—those that have experienced the first 
overt break necessitating hospitalization, in 
the first half of life. 

The mean time from the admission for the 
first psychotic break to the next delivery is 
24.3 months for 12 cases. Forty-one of the 
colored patients in the schizophrenic series were 
studied for time of admission for the first psy- 
chotic break after the last delivery, regardless 
of parity. The mean time elapsed was 23.6 
months, with a maximum time of 106 months. 
Twenty of these patients were admitted for the 
first psychotic episode within a year after de- 
livery, and 10 within two months. 

Table II contains data for colored primi- 
paras only. The control and schizophrenic 
primiparous patients are presented as being 
parallel in terms of race, age and socio-eco- 
nomic status—diet, housing, medical care, etc. 
The incidence of toxemia of pregnancy in those 
who were later admitted for overt schizo- 
phrenic psychotic episodes is 83.3 per cent, 
and in the control group 34.1 per cent. Test- 
ing for significance reveals that P equals less 
than 0.001. 

Eight of the patients in the schizophrenic 


TABLE II.—PRIMIPARAS—PARALLEL SERIES, 
COLORED ONLY 





Percent- 
age 
Number toxemic 
of preg- Mean 
patients nancies age 
Primiparas in control 
series 41 34.1% 19.9 yrs. 
Primiparas in schizo- 
phrenic series; before 
first psychotic break 24 83.3% 19.3 yrs. 












100 7 

oe % INCIDENCE OF TOXEMIA 
90 + IN SCHIZOPHRENIC SERIES 
85 + (ALL COLORED) 

80 + 786% 

75 + 28 


60.8% 


a SCHIZOPHRENIC SERIES 


INCIDENCE OF TOXEMIA 
ro] 
a 


% 








' 2 3 a 5 6 
PARITY 


GRAPH | 


series—2 white and 6 colored—experienced 
the first psychotic episode during a pregnancy. 
In the 6 colored patients, none of them primi- 
parous, the incidence of toxemia was 50 per 
cent. These patients represented 11 per cent 
of the total cases in the shizophrenic series. 
Further evaluation of this very interesting 
group awaits a larger series, 

In Graph 1 the sequential change in the 
percentage incidence of toxemia in the sequence 
of pregnancies in the two groups is illus- 
trated. The incidence of toxemia in each parity 
group of the schizophrenic series, whether or 
not the psychotic break has occurred, is shown 
in the upper curve. The lower curve represents 
the incidence of toxemia in each parity group 
of the control series. Testing of the figures for 
each parity group in the two series reveals the 
following: comparison of the first pregnancy, 
P equals less than 0.001; the second preg- 
nancy, P equals 0.008; and third pregnancy, P 
equals less than 0.001. Therefore, comparison 
of the two series reveals an increased incidence 
of toxemia of pregnancy in the first three 
pregnancies in the schizophrenic series, which 
is statistically significant. 

Reference to Graph 1 reveals that there is 
a downward trend in the incidence of toxemia 
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in each parity group of the schizophrenic 
series, with subsequent pregnancies, in the first 
four pregnancies. Testing of these figures for 
significance in the first four pregnancies re- 
veals: First and second pregnancy, P equals 
less than 0.001; second and third pregnancy, P 
is greater than 0.05; third and fourth preg- 
nancy, P is less than 0.001. The difference be- 
tween the first and second, and third and fourth 
pregnancy is significant in the downward 
trend, consequently the trend from the first to 
the fourth is significant statistically. Thus it is 
seen that not only is the increased incidence 
in toxemia in the first three pregnancies of the 
sequence in the schizophrenic series significant; 
but, the downward trend in incidence in the 
first four pregnancies is also significant. It 
should also be noted from references to Graph 
1 that the incidence of toxemia is falling in the 
schizophrenic group as it is rising in the control 
group after the first pregnancy. 

In Graph 2, the incidence of toxemia in 
each parity group of the schizophrenic series 
before the first psychotic break (upper curve) 
is contrasted with the incidence of toxemia in 
each parity group of the schizophrenic series 
after the first psychotic break (lower curve) is 
illustrated. No attention is paid to when the 
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first psychotic episode occurred in any par- 
ticular individual series of pregnancies—simply 
the question of whether or not the patient has 
been admitted with an acute psychotic episode 
is dealt with here, in terms of its effect on the 
incidence of toxemia of pregnancy. The signi- 
ficance of the curve of incidence after the 
first psychotic break has occurred is difficult to 
assess, since the number of pregnancies in 
each parity group is so small; however, it will 
be seen that the figures are roughly in agree- 
ment with subsequent tabulations (see Graph 
4). The proximity of points of incidence in 
those pregnancies after the third is also diff- 
cult to interpret. This could be due to statisti- 
cal sampling error, or more probably to the 
significance of the time of the first psychotic 
break (sec Graph 3). When tested for signi- 
ficance it is found that the figures for the inci- 
dence of toxemia in each parity group of the 
two curves are not significant in difference, 
the number of cases being so small. However, 
as seen from Graph 4, the differential inci- 
dence of toxemia before and after the first 
psychotic break, when studied in summation, 
is significant (P equals 0.02). 

Testing of the points of incidence in each 
of the four parity groups of the upper curve 


for statistical significance in downward trend 
reveals the following: First and second preg- 
nancy, P equals less than 0.001; second and 
third pregnancy, not significant and, third and 
fourth pregnancy, P equals less than 0.001. 
Thus it is seen that the downward trend in the 
incidence of toxemia of pregnancy in the se- 
quence of pregnancies before the psychotic 
break has occurred, in patients who will later 
be admitted for acute psychotic episodes, is 
statistically significant. 

The time of onset of the first psychotic epi- 
sode in a sequence of pregnancies, in this 
series of schizophrenic patients, is studied in 
Graph 3. This is in terms of the percentage 
distribution of the occurrence of the first psy- 
chotic episode after each pregnancy in the 
sequence. The sharp rise in the first three units 
(after the first, second, or third delivery) 
shows that the first psychotic episode occurs 
most frequently in the beginning of the se- 
quence of pregnancies. This graph shows that 
by far the majority of these women, all of 
whom experienced the first psychotic episode 
during the first half of life, did so after one 
of the first three pregnancies. Comparison of 
this curve with Graph 1 reveals that as the 
incidence of toxemia is falling, the incidence 
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of the occurrence of the first psychotic break is 
rising sharply. 

The examination of these patients for the 
likelihood of the psychotic episode to occur 
after each delivery is studied, the following re- 
sults are obtained: It is found that 6 (8.3 per 
cent) occurred before the first pregnancy; 14 
(21.2 per cent) of the remainder experienced 
the first psychotic episode after the first preg- 
nancy. Another 14 (25.7 per cent) of the re- 
mainder, suffered the first psychotic episode 
after the second.pregnancy. Another 17 (44.7 
per cent) of those who had not yet experienced 
the first acute break necessitating hospitaliza- 
tion, did so after the third pregnancy. In other 
words, in this series of patients, if a woman is 
going to experience a psychotic episode, and 
has not already done so, she is most likely to 
after the third pregnancy. The consequences 
of this for obstetrics and psychiatric prognoses 
are apparent. 

Gravh 4 is a composite gravh representing 
a study of the differential incidence of toxemia 
of pregnancy in the schizophrenic series, from 
the viewpoint of sequence. The control group 
is presented for comparison. The first point 
on the upper curve, reading from left to right 
(I—83.3 per cent) represents the percentage 
incidence of toxemia in colored primiparas in 
the schizophrenic series who later develop a 
psychotic episode. The second point (II—44.2 
per cent) represents the incidence of toxemia 
of pregnancy in pregnancies occurring before 
the first psychotic break, excluding primiparous 
patients, and excluding those pregnancies after 
which the first psychotic break occurs. The 
third point (III—54.8 per cent) is the inci- 
dence of toxemia in those pregnancies after 
which the first psychotic break occurs, excluding 
ptimiparous patients. In this study, the psy- 
chotic break may have occurred in any place 
in a particular sequence of pregnancies, and 
at any length of time after the last delivery. 
The heavy vertical line represents the first 
psychotic break in this composite sequence. The 
fourth point (IV—28.5 per cent) represents 
the percentage incidence of toxemia in those 
pregnancies immediately after the first psy- 
chotic episode (immediately in terms of se- 
quence of pregnancies; any period of time may 
have elapsed since the last delivery). The fifth 
point (V—36.8 per cent) represents the inci- 
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dence of toxemia in those pregnancies after the 
first psychotic break, excluding those pregnan- 
cies which occurred immediately after. 

The lower curve represents the incidence of 
toxemia of pregnancy in the control series. 
The first point (I—34.1 per cent) represents 
the incidence of toxemia in primiparous pa- 
tients. The second point (II—17.4 per cent) 
and the continual line represent the incidence 
of toxemia in the control group in all preg- 
nancies after the first. 

The incidence of toxemia of pregnancy in 
all pregnancies in the schizophrenic series be- 
fore the first psychotic episode is 57.6 per 
cent. The incidence in all pregnancies after 
the first psychotic break is 33.3 per cent. When 
these figures are tested for significance, it is 
found that P equals 0.02, which is interpreted 
as significant. 


CASE REPORTS 


Many different patterns of response to a 
sequence of pregnancies, with various compli- 
cations, were encountered in this survey of the 
records of these 72 schizophrenic patients, in 
comparison with the controls. These schizo- 
phrenic patients showed a higher incidence of 
abnormal response to pregnancy on more dif- 
ferential levels. These are histories of abortion, 
premature labor, hyperemesis gravidarum, and 
numerous admissions for false labor. A higher 
incidence of neurologic disease, and vascular 
and endocrinologic disease other than toxemia, 
was encountered. These data will be analyzed 
in detail in a later paper. The following case 
histories are illustrative of the type of material 
found in these patients. 


Case 1. H.F., colored female, at the age of 25 de- 
veloped mild pre-eclampsia with first pregnancy. 
During the second pregnancy she developed a sever« 
pre-eclampsia with blood pressure of 160/100, edema 
and albuminuria. After delivery of a premature in- 
fant, the blood pressure rose to 196/114. One month 
after this delivery the patient was admitted to th 
psychiatric unit where a diagnosis of catatonic schiz« 
phrenia was made. The third pregnancy four an: 
one half years later was uneventful. 

Case 2. I.H., colored female, developed mild pr¢ 
eclampsia during the first pregnancy at the age «! 
15. The second pregnancy was uneventful aside fro: 
an admission for false labor. In the twelfth week «: 
the third pregnancy the patient was admitted to tl. 
psychiatric unit where a diagnosis of schizophren: 
reaction was made. In the last trimester of this preg 
nancy the patient developed mild pre-eclampsia, ar 
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also was admitted four times to the obstetrical unit 
with false labor. The last recorded pregnancy, at the 
age of 25, was marked by a severe pre-eclampsia, 
with 3-+ albuminuria and blood pressure of 170/110. 

Case 3. A.M., a white female, delivered five con- 
secutive nontoxemic pregnancies at Charity Hospital. 
During the fourth pregnancy she was hospitalized 
twice for hyperemesis gravidarum. Eleven months 
after the fifth delivery she was admitted to the psy- 
hiatric unit where a diagnosis of paranoid schizo- 
phrenia was made. 


Case 4. O.R., a colored female, developed a severe 
pre-eclampsia during the first pregnancy at the age 
if 24. The patient was delivered of a dead seven 
months fetus by section-hysterectomy which revealed 
a Couvelaire uterus. Two years later the patient was 
admitted to the psychiatric unit where a diagnosis of 
simple schizophrenia was made. During interviews 
the patient dated the onset of her psychiatric symp- 
toms to the puerperium. 


Case 5. F.H., a colored female, was 18 at the time 
of her first delivery. She was admitted for hypere- 
mesis gravidarum; later developed mild pre-eclampsia 
during the first pregnancy, and delivered a stillborn 
infant. She also developed a mild pre-eclampsia dur- 
ing the second pregnancy. The third, fourth and fith 
pregancies were nontoxemic. Six months after the 
fifth delivery she was admitted to the psychiatric 
unit where a diagnosis of paranoid schizophrenia 
was made. 


DIscUSsION 


The preceding statistics suggest that toxemia 
of pregnancy, characterized by hypertension, 
edema and albuminuria, may be termed a psy- 
chosomatic disease. This concept is suggested 
by the statistics which illustrate a relationship 
between the incidence of toxemia and the oc- 
currence of the first schizophrenic psychotic 
episode. The statistics are of interest in that 
two aspects of the problem of psychosomatic 
disease are illustrated. First, the changing re- 
sponse of the organism to a repeated stress 
has been studied sequentially. Second, the in- 
cidence of a psychosomatic disease in associa- 
tion with a psychosis has been shown to be sig- 
nificantly greater in incidence before the first 
psychotic episode has taken place. 

Further clarification of this interesting asso- 
ciation between toxemia of pregnancy and 
schizophrenia awaits continued work on the 
disturbed physiology of schizophrenia, not only 
after overt psychotic symptoms have appeared, 
but before. This preliminary report is sub- 
mitted only in statistical terms in order to 
demonstrate the observed relationship between 
toxemia and schizophrenia, Later reports will 


present greater detail in terms of psychotic 
reaction types, detailed case material, and the 
specific patterns of longitudinal response which 
emerge from this study, and the nature of this 
stress response in the schizophrenic individual. 

The differential distribution of the percent- 
age incidence of toxemia of pregnancy in this 
series of cases—the over-all greater incidence 
in those women who later became overtly psy- 
chotic by their early thirties, in conjunction 
with the greatest incidence of toxemia at two 
points, the first pregnancy, and the pregnancy 
immediately before the first overt schizophrenic 
episode—suggests that toxemia of pregnancy, 
for immediate purposes at least, may be con- 
sidered as a “psychotic equivalent.” This term 
is suggested to imply an equivalence on a 
physiologic level of response of the organism. 
The term is thus applicable to physiologic 
states or syndromes which precede or follow 
psychotic episodes, and are associated with 
them, either sequentially or casually, or both. 

It is difficult to imagine a physiologic re- 
sponse of such depth, one that effects and in- 
volves the total organism, and which has such 
dire consequences for the individual, as being 
associated with any specific constellation of 
emotions, or any specific dynamic construction. 
The relationship here is not reciprocal, as has 
recently been attributed to psychomatic disease 
in which psychotic factors may be isolated. The 
relationship is certainly not one of summation, 
and is not complemental. 

The incidence of toxemia of pregnancy, and 
the occurrence of the first overt schizophrenic 
psychotic episode, may be taken as two loci, 
which are identifiable in an adaptive process. 
This adaptive process, as postulated, exists in 
the main stream of total adaptation of the 
individual organism. The characteristics of this 
adaptive process may be crudely outlined at 
this time, as follows: 

1. The occurrence of an abnormal physiologic 
substrate in a woman potentially or overtly 
psychotic; 

2. With the “‘stress’” of pregnancy, the de- 
velopment of a hyper-functional hyperadapitve 
disease in a high percentage of cases; 

3. After delivery, the appearance of severe 
schizophrenic symptomology—at any time 


from days to years after delivery; 
4. With presumptive evidence of progres- 
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sion of the adaptive process—the first psy- 
chotic episode—a decreased incidence of 
toxemia of pregnancy. 

The identification of isolated somatic or 
psychologic factors in a pathologic process re- 
veals little concerning total pathogenesis of 
the disorder. Toxemia of pregnancy does not 
cause schizophrenia. Schizophrenia does not 
cause toxemia. The demonstrable sequential 
relationship may be interpreted in the follow- 
ing terms of a progressive adaptive process. An 
abnormal response (toxemia of pregnancy) to 
a speci‘ic stress (pregnancy) is identifiable in 
a general response pattern of the organism 
(schizophrenia). With continuation of the 
process (occurrence of the first psychotic epi- 
sode) differential changes in total response are 
identifiable (sequential change in the percent- 
age incidence of toxemia). 


SUMMARY 


Two series of patients are presented for 
comparison of differential incidence of toxemia 
of late pregnancy. The two series consist of, 
first, the controls who have not been admitted 
for an acute schizophrenic psychotic episode; 
and, second, a schizophrenic series, comprised 
of patients who have been hospitalized on the 
psychiatric unit at Charity Hospital for an acute 
schizophrenic psychotic episode. Statistical eval- 
uation of the results derived from comparison 
of these two series has revealed the following 
facts. 

1. A significantly higher incidence of toxe- 
mia of pregnancy was found in the total preg- 
nancies of the colored patients in the schizo- 
phrenic series. 

2. A significantly higher incidence of toxemia 
of pregnancy was found in a group of primi- 
parous patients who later were admitted for 
an acute schizophrenic psychotic episode, in 
comparison in parallel series with a control 
group. 

3. A downward trend, which is statistically 
significant, was found in the incidence of 
toxemia in the first four pregnancies of the 
patients who were admitted for acute schizo- 
phrenic psychotic episodes. 

4. A significant difference was found in the 
high incidence of toxemia before the first 
psychotic episode, and the lower incidence 
afterwards. 


5. Furthermore, in this series of patients 
at least, toxemia of pregnancy is defined as a 
psychotic equivalent on a physiologic level of 
response. 


6. Finally, a sequential change of abnormal 
physiologic response in relationship to the 
emergence of overt schizophrenic symptoma- 
tology is illustrated, and is described as an 
example of progressive adaptive process. 


Thanks are gratefully extended to Doctor H. Ban- 
croft, Professor of Biostatistics, Tulane University 
School of Medicine. for testing the statistics for sig- 
nificance. 
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THE GANSER SYNDROME IN PSYCHOSES 
ALAN A. LIEBERMAN, M.D., FACP* 


Since the description of this syndrome in 
1897 by Ganser (4) there has been no uni- 
form understanding in the literature of the 
nature and significance of this symptom forma- 
tion. Ganser referred to this illness as a “spe- 
cific hysterical twilight state, the central fea- 
ture of which is talking past the point.” His 
experience was limited to the examination of 
prisoners on remand for trial where the value 
of simulation to avoid punishment was ap- 
parent. As recently as 1942, Stern and Whiles 
(7) thought the syndrome quite rare except in 
prisons and suggested its origin “in people 
who, although mentally deranged and not 
realizing this, wish to appear so.” Ricklin 
(1940), on the other hand, believed it to be 
more common in noncriminal cases, and spoke 
of the “repression of painful experiences.” 
Noyes (6) stated that the patient is usually in 
a situation that is solved or mitigated by irre- 
sponsibility, and without being aware of it, 
actually develops a mental disturbance. He 
thought it was clearly a hysterical raction in 
which the circumstances were such that the 
advantages gained by a mental disability were 
greater than by physical disorder, Bleuler (2), 
in 1937, was the first to believe this to be an 
acute syndrome superimposed upon a chronic 
schizophrenia. Because it is patently difficult 
to simulate the popular lay concept of the 
insane talking nonsense, Anderson and Mallin- 
son (1) thought that the Ganser case employs 
the approximate answer response. In their esti- 
mation this was promulgated by a severe schizo- 
phrenic thought disorder. 

In the maintenance of normal ego economy, 
the psychoanalytic doctrine postulates the exis- 
tence of an elaborate veil of defenses acquired 
throughout the entire developmental history of 
the person. Experiences with the mentally ill 
person oblige a similar assumption, i.e., the 
acquisition of a defense system of mechanisms 
designed in the interest of preserving the wan- 
ing economy of an impoverished or diseased 
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ego. In our work with the psychotic person 
ality, we daily encounter pathogenic defense. 
such as projection, denial, and other defenses 
against threatening affects which are the pre 
cursors to disastrous regression. In the border: 
line twilight of an early regressing illness, on 
finds transient mechanisms attempting to dea! 
with unacceptable instinctual issues. I woul 
like to regard the Ganser symptom in this 
category of defenses, and to consider its ap. 
pearance as a feature of serious portent and a 
manifestation of regression. Contemporary 
dynamic psychiatry perforce regards the “‘psy- 
chotic” ego as still in dynamic status, in end- 
lessly shifting balance, requiring constant re- 
enforcement by defenses against threat from 
within and without the ken of constricting egu 
boundaries. The Ganser symptom may prove 
to be one such mechanism, useful for its ego- 
sparing value, albeit too often transient and 
unsuccessful in its purpose and goal accom- 
plishment. 

In the case protocols to follow, one example 
of frank malingering is contrasted with 4 other 
patients who had utilized the Ganser complex 
in varying degrees. One case study has been 
reported elsewhere (5). 


CasE REPORTS 


Case 1.—Ganser Syndrome in Melancholia.—S. M., 
a 49-year-old Italian male of pyknic habitus. One 
brother was a suicidal and another a penitentiary 
delinquent. The patient had enjoyed an apparently 
normal adult life adaptation. The onset of mental 
symptoms took place shortly prior to admission to 
the Elgin State Hospital as a direct reaction to his 
son’s imminent induction into the Armed Forces. 
The patient had run away from home on several 
occasions within one week, developed an amnesia 
and general unawareness. Upon admission, he pre- 
sented a picture suggestive of transcortical global 
aphasia of the organic; it was evident that he pos- 
sessed more awareness than he could permit him- 
self to betray. To all questions he assumed the stock 
reply of “I don’t know,” at other times showing 
echolalia and echopraxia, or uttering ludicrous and 
irrelevant remarks. Upon persistent leading interro- 
gation, he then employed the Ganser type of '¢- 
sponse: ‘1 plus 1 is 3, 2 plus 2 is 5; 2 plus 1 is 4.” 
He showed complete right-left hand disorientati.a 
without the slightest hesitancy, and upon command 
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to indicate his thumb, invariably indicated his index 
finger. He referred to each other finger as a hand, 
and read the letters of the Snellen test charts in a 
paraphasic manner. All other responses were of the 
approximate variety of the Ganser type of Vorbiere- 
den. When presented with a tray of food, he simu- 
lated unawareness of the purpose of a spoon and 
food, but when provoked or threatened, properly as- 
sumed the function of eating and indicated the 
correct use of each implement. When commanded to 
partake of the food contents in each of the five 
compartments in the tray, he invariably carried out 
correctly the instructions just previously given in the 
nature of a rotating clock—always just one step 
behind. Throughout this entire performance, his de- 
meanor was one of mild perplexity, more often of 
stupidity, without at any time having betrayed any 
depressive feeling tone. Following the completion of 
this examination, he reversed his performance and 
asked the attendant that he be granted a ground 
parole, inquired as to how soon he might go home 
and how he should proceed to do so, confirming the 
impression that contact with his environment was 
intact. The following afternoon, he again resorted to 
the stock reply of “I don’t know,” and following 
provocative questioning again reverted to the approxi- 
mate responses issued promptly, identifying a foun- 
tain pen as a pencil, etc. He referred to a cigarette 
as a rock and spelled it “out.” Man was spelled 
“home,” boy as “go,” and Sam as “family.” Of dy- 
namic interest is the fact that the words he spelled 
in sequence referred to his strong yearnings to be dis- 
charged and return to his family. He referred to a 
coat as “trousers,” a quarter, nickel, and penny were 
identified severally as “four cents.” At this point, 
the examiner assumed a stern and austere manner, 
intimating to the patient that he might be deliber- 
ately simulating and that he would remain in this 
institution until such time as his performance as- 
sumed the semblance of the more normal. He then 
immediately assumed the normal and gave prompt 
and correct responses to all tests listed above. For 
several days, however, he showed a recurrent ten- 
dency to relapse into the Ganser response and at 
no time betrayed or indicated awareness of anxiety 
or depression over his state. At one point, he ac- 
counted for his having given incorrect responses as 
due to “some fear made me think I should.” The 
interesting sequence to this daily attack upon this 
symptom-complex formation, was that he had no 
alternative but finally to relinquish the use of this 
quasi-ego sparing mental mechanism. For the first 
time while in this hospital he now exhibited the 
frank features of profound suicidal melancholia which 
then persisted in a uniform picture for many weeks, 
until successfully terminated by a course of electric 


shock therapy with full restoration of insight and 
recovery. 


Although one is initially wont to regard the 
symptom facade portrayed above as a deliberate 


willful attempt at malingering, one cannot but 
be impressed with its ego-sparing value in the 





The Ganser Syndrome in Psychoses 11 


face of a more difficult and humiliating de- 
pressive illness with which he was really deeply 
concerned, It is my belief that in times of such 
intense stress, a need for pulling together of a 
psychic economy draws all available mecha- 
nisms to act as a buffer for the ego against 
onslaught from within or without. One must 
carefully select the patient who can be dealt 
with in so disarming a manner as that de- 
scribed above, recognizing the devastating ef- 
fects that might ensue in one who does not 
possess strong ego resources. For this patient, 
the use of the Ganser syndrome as a mental 
dynamism had only immediate and limited 
sparing value involving postponement; but in 
the long-term sense it would deny the patient 
the need ultimately to face the full brunt of 
his depression in the interest of more complete 
restitution. 


Case 2.—This is a young man whose admission 
picture was characterized by pathetic, aimless wan- 
dering about the wards. He was perplexed, mis- 
identified his surroundings, but was quiet, tractable, 
and responsive to kindly management. During the 
first 24 hours of his hospital stay his condition had 
constituted no problem in nursing management. 
When interviewed 24 hours later, he at first gave 
irrelevant responses to questions, was soft-spoken in 
manner, then became entirely mute, his demeanor 
revealing an increase in suspicions of the surround- 
ings. With continued elementary questions the pa- 
tient then burst into the use of approximate answers. 
He performed simple addition problems up to ten 
rather well and promptly, but when this series was 
repeated he began to perseverate, e.g., “2 plus 2 
equals 2, 3 plus 3 equals 3,” and later gave the 
classic approximation answers of the Ganser type: 
“12 plus 9 equals 20, 13 plus 14 equals 24, and 2 
plus 2 equals 5.” In answer to more directive query 
he then became frankly ludicrous, and began to tire 
rather rapidly when exposed to more provocative 
type of repetition in the questions posed. Moreover, 
he was at the point of overt anger and then felt 
obliged to willfully evade all further queries. Sev- 
eral moments later he professed complete amnesia 
of all events leading to his admission to the hos- 
pital. (There was an intolerable situation that in- 
volved his wife having left him rather abruptly one 
month prior to admission, and during this entire 
month the patient is described by others as having 
aimlessly walked the streets in search of her.) As 
the days advanced on the Receiving Service there was 
a lifting of the clouded state and a disappearance 
of the apparent disinterest. He now became anxious, 
fearful of his surroundings, increasingly restless, be- 
wildered, and finally terrified. While at first he al- 
luded to some olfactory hallucinations, he then 
assessed to this impression definite paranoid trends. 
The above Ganser type of response had serious por- 
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tent as a prelude to the more serious psychotic break 
that followed. Coincident with the relinquishment of 
the Ganser adaptive mechanism, the patient then dis- 
integrated and succumbed to the frank psychosis that 
was unquestionably of a schizophrenic character and 
required considerable treatment. Subsequently he im- 
proved to a point where he was able to leave the hos- 
pital. 

Upon his later readmission the patient was in a 
dangerously violent state. He made a murderous at- 
tack upon attendants and patients following which 
he promptly confessed, was contrite, spoke of an 
overwhelming impulse to destroy and to kill others 
upon his return to the hospital. During the interim 
between admissions, the patient was described as 
wandering about in futile search for his wife. The 
case illustrates the evanescent appearance of the 
Ganser symptom that purports to stave off the more 
dangerous break about to occur. The clinical appear- 
ance was that of a twilight state that was ineffective 
in resolving immediate issues. 


Case 3.—This is a case of catatonic dementia prae- 
cox. The patient is a 23-year-old married Negro. 
His marriage was characterized by two years of in- 
cessant discord, having been more often separated 
from his wife than not. He was discharged from the 
Navy for reasons of mental illness. Overt psychosis 
appeared 10 days prior to his hospitalization, during 
which time he talked irrationally; had expressed 
numerous foolish ideas, believed that he could per- 
form wonders, that he walked like Lincoln, and 


talked like Roosevelt. He believed that the psycho- 


pathic hospital was designed for the treatment of 
homosexuals, maintained that he was God, dreamed 
that he had a blue baby, and that he could do any- 
thing a woman could do. Upon his arrival at the 
Elgin State Hospital he was in normal contact, 
properly oriented, without showing any sign or symp- 
toms of overt psychosis. For three days this young 
man made an exemplary adjustment and_ then 
promptly slipped into a catatonic stupor, initially 
regarded by observers as a hysterical state. A rapid 
sequence cf events followed. The patient walked 
rather breezily into the examining room, proudly 
proclaiming that he had recovered total awareness, 
then proceeded to tell the examiner that he was to- 
tally “blank.” Testing revealed definite simulation. 
He demonstrated right-left hand disorientation, and 
when asked to perform simple finger tests in appo- 
sition he proceeded to do the opposite, always demon- 
strating a rather remarkable quality of alertness. 
“Two plus 2 equals 5, 1 plus 1 equals 3,” became 
a stock type of approximate answers. Another doctor 
entered the examining room and the patient pro- 
ceeded from one device to another, pointing to his 
ears to indicate sudden deafness, then became 
“blind,” and suddenly developed a ‘“‘flacid paralysis 
of all limbs.’”” He became mute, uttered guttural 
responses and then indicated through gestures (no 
longer paralyzed) that mutism was no ionger his own 
fault. He showed complete insensitivity to the appli- 
cation of noxious stimuli and exhibited no pain with- 
drawal reaction whatever, even when pricked with 


pins or touched with a flame. He suddenly forgot 
his recently acquired infirmities and began talking in 
a normal, rational manner; later he relapsed into 
complete insensibility in direct relationship to the 
type of questions asked of him. He later stated he 
was a case of amnesia, unable to identify himself 
at all. Under the influence of sodium amytal all 
visual, hearing, and motor difficulties were abolished, 
but he continued to give the typical approximate 
answers of the Ganser type, e.g., “2 plus 2 equals 5.” 
Strangely, the 100-7 test was performed flawlessly. 
It seems as if the mental disease process was itself 
in a state of such disequilibrium or instability that 
it “does not know which way to turn.” Although 
the reaction appeared largely to be on the conscious 
level, yet it could hardly be regarded as of the 
nature of malingering. It had the expression of more 
serious impending illness. The examiner dismissed 
him from the room only to re-examine him 30 
minutes later when he appeared perfectly normal, was 
friendly, animated, and now indicated that he was 
aware of all that had previously transpired, but he 
felt motivated for strange reasons. He stated that 
just prior to his admission that he had ‘“‘blown his 
top” and developed a sudden sense of guilt that he 
was doing things wrongly, contrary to his mother’s 
teachings. Whereupon he decided that, in order to 
redeem himself, he would have to “reverse’’ his 
conduct so that “right is right, and wrong is wrong. 
That is why I had to raise my left hand when you 
told me to raise the right one, and I had to do 
things the opposite way. It seems as if in order to 
do the right thing, I had to do it wrong. I could 
not help myself. When I first came in here I was 
trying to tell the truth about things but I was ignored 
and everybody pushed me away. I then figured I 
guess I am doing things wrong, so I had to do them 
the opposite way and that is why I went into the 
deep sleep, only because nobody paid any attention 
to me. But that didn’t seem to work either, so when 
I talked to you this afternoon, the reason I answered 
2 plus 2 is 5 is because this was the only way it 
seemed to me I could combine the truth and a lie 
at the same time.” 

Therein lies the crux of the so-called approximate 
answers so characteristic of a Ganser state; it gives 
confirmation to the markedly ambivalent and unstable 
character of a mental mechanism. With a mental dis- 
ease process or disorder in statu nascendi this tech- 
nique may be invoked in emergency to shield the ego 
from threat. Three days later this patient suddenly 
went berserk, ran up and down the halls in motor 
flight, and butted his head against attendants. In the 
days that followed, his speech became increasingly) 
disorganized and dissociated. He felt it his duty to 
organize young boys and girls into a musical organi- 
zation, and that he was ordained by God to perforn 
a special mission. God had told him so in person 
He was under the impression that his wife was 
actually a man and constituted a threat to him. He 
anticipated that his son would grow up to be a 
famous person. As the days passed the patient be 
came increasingly surly, wary, dangerously unpre 























dictable, and finally impulsively combative. All mani- 
festations of the Ganser type of response had com- 
pletely disappeared. He now volunteered the infor- 
mation that he was living in a dream world, “‘pre- 
occupied with crazy ideas. It seems that I had a 
special mission to do to others and to do what my 
mother said. At times I felt that I was paralyzed 
and at other times it seemed that terrible things 
were going to happen to me and all the world. I 
wanted to prove something at home. My grandmother 
told me I couldn’t be Christ but I could be like him. 
I thought I could prove something by making the 
sacrifice and it would be all worth while in the 
end.” This spontaneous comment was accompanied 
by an outburst of tears. There was no longer any 
question that this reaction was of a catatonic nature 
and it was now more apparent than ever before that 
his resources and near-surface devices had been ut- 
terly exhausted. It appears that when he relinquished 
the temporary advantage of the Ganser symptoms, 
ego integration then entered into a state of complete 
disarray and the fragmented psychotic picture came 
into bold relief. For some time this patient con- 
tinued to be impulsively combative, but as time went 
on he responded ultimately to electric shock treat- 
ment and was paroled home approximately five 
months following his admission. To our knowledge, 
this patient was making an excellent adjustment for 
three months following his admission. 


Case 4.—E. H. A 44-year-old white male, free of 
somatic illness, admitted to Elgin State Hospital July 
13, 1945. The father was an alcoholic personality. 
The patient had completed two years in a Catholic 
seminary but then relinquished the idea of becoming 
a priest and from then on became a railroad worker. 
He is said to have been pampered excessively as a 
child and much was expected of him by his parents 
who were evidently brilliant and had achieved high 
stations in life. 

Following his marriage ten years ago, the patient 
begun to drink excessively and prior to his ad- 
mission had not worked for a solid year. One year 
ago he suddenly became fearful, thought people 
were against him, stopped drinking, and remained 
confined to his house; becoming hermetically sealed 
from the world of reality. He had become increas- 
ingly fearful for his life, entertained the paranoid 
impression that others regarded him as a “stooge” 
and “spotter.” He excluded members of his own 
family from his delusional framework of ideas. The 
patient was the only boy in a family of seven chil- 
dren, and the mother had been invalided for ten years 
because of heart trouble and arthritis. As a child he 
was a brilliant lad and attained the highest gradua- 
tion marks. During his marriage the patient had been 
inclined to consider that his wife had paid entirely 
too much attention to the children and preferred them 
to him. This was in keeping with his lifelong 
competitive anxiety with regard to other people; 
persisting in his belief that all others were more 
capable than he, the inevitable outcome of the fos- 
tering attitudes -of his childhood days. It.is of in- 
terest that one year prior to admission when he 
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suddenly decided to retire from gainful employment, 
he did so under the impression that he had suffered 
a severe heart attack and was no longer able to re- 
turn to work. The academic and social levels which 
he had attained in his adult life were in obvious 
contrast to those of his parents and incommensurate 
with their expectations. Because of anticipation of 
failure, he had early in his adolescence begun to lose 
interest in his further development, alarmed that he 
would never quite approach the status of his parents 
and would lose the love of his primary objects. The 
patient openly acknowledged his childhood dread of 
his father who represented a continuous retaliatory 
threat. All counteraggressive impulses toward the 
father were necessarily renounced or disavowed in 
his childhood. In the study of his dynamics it was 
apparent that the mechanism of repression had vacil- 
lated in its effectiveness, but had for the most part 
failed in function at the time of greatest stress. The 
Ganser syndrome made an appearance principally for 
its ego-supporting value and erased from awareness 
inner destructive threats. On the day of admission to 
this hospital the patient appeared bellicose, surly, 
and preoccupied. He co-operated properly for the 
elementary physical examination and appeared to be 
in normal contact concerning such questions as in- 
volve orientation and general information. He 
seemed, however, to tire rapidly and soon began to 
employ the stock reply of “I don’t know,” in the 
manner of one who does not choose, at the moment, 
to be disturbed or questioned too severely. He dis- 
continued this practice when censured mildly after 
carrying this attitude to the extreme and the ludi- 
crous. He then suddenly blurted out “I've got to 
get back to my wife and children.’”’ He related having 
remained home for a year, afraid to go beyond the 
confines of his home as he had felt he was pursued 
by men with whom he had been on a drinking spree 
one year previously. He acknowledged having been a 
heavy drinker for many years but had not touched a 
drop during this past year. He denied hallucinatory 
experiences and refused to elaborate further on the 
ideas of persecution. Interesting was the fact that 
during the neurologic examination the patient 
failed to co-operate properly, at times definitely 
feigning stupidity. He insisted that he was seeing 
double and in the performance of the finger-to-nose 
test flagrantly exhibited poor performance, touching 
all other parts of his facial anatomy but the nose. 
He made no effort whatever to correct his errors in 
spatial judgment. When strongly reinforced, however, 
he immediately performed properly, touched the tip 
of his nose without any semblance of ataxia. This 
was also true of the Romberg test. A spontaneous 
comment of his own occurred in the presence of 
another physician, called in to observe this phenome- 
non, at which time he suddenly blurted out “Do you 
think I am shamming?” and “What is this about 
being able to perform better than I have been do- 
ing?” and “What is the charge held against me?” 
Nothing had been said in his presence concerning 
his type of responses; yet the patient himself sus- 
pected that he ought to correct his performance when 
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under pressure of surveillance. It might be noted, 
however, that he did not use the approximate answers 
in arithmetical problems which he performed cor- 
rectly. This patient had, under the appropriate stress, 
become aware of the futility of the devices that he 
was employing, obviously intended to deceive others 
as well as to deceive himself. This type of defense is 
closely akin to the Ganser type of syndrome. His 
paranoid type of thinking was elicitable under the 
influence of sodium amytal. From this point on, 
the patient’s psychosis remained on the overt level 
and he then went on to the use of psychotic de- 
fenses. At a later date he was able to perform the 
finger-nose test quickly and properly without the 
previously noted practice effect which appeared to 
be so close to the conscious level. It would appear 
in this type of case that a psychotic individual who 
continues to be without inner rest may find it nec- 
essary to employ a Ganser-like symptom to negate 
from awareness the acceptance of a mental disorder, 
or to postpone the same. 

The official staff diagnoses established was de- 
mentia praecox, paranoid type, of long standing. 


Case 5.—A 22-year-old colored boy, athletic in 
habitus, free of somatic illness, was admitted to this 
hospital for the first time. The patient is one of 
twins and apparently the less intelligent of the two. 
Family history is negative for nervous or mental dis- 
orders. Birth and development were apparently nor- 
mal. The’ patient was reared by his grandparents and 
later attained fifth grade in schooling, did some 
farming, was irregularly employed prior to his ad- 
mission into the Army. He is said to have been 
ambivert in personality makeup. Since his release 
from the Army, which was occasioned by the develop- 
ment of a nervous state, the patient had been un- 
able to be gainfully employed, became preoccupied 
with varying somatic references, suffered nightmares, 
nocturnal vigil states, and sundry neurasthenic 
symptoms. 

He was of defective mental development, appar- 
ently tolerated the rigors of the camp milieu with 
difficulty, and found refuge in utilizing elementary 
forms of escape into symptoms common to the lay 
person, and otherwise made naive efforts at simulat- 
ing neuropsychiatric distress, with which he had un- 
doubtedly become familiar while under Army ob- 
servation. This particular reaction type has been con- 
sidered by military neuropsychiatry as occurring 
rather frequently among defective colored individuals 
who seek to be separated from the responsibilities 
of Army life; yet, in our patient’s case achieving his 
freedom did not fully suffice. Moreover, this indi- 
vidual received disability compensation for some time, 
which only augmented his willingness to remain 
“devoted” to attention-gaining symptoms. This im- 
pression was confirmed by a rather remarkable 
improvement during his stay here, coincidental with 
the cessation of monetary gain. He then expressed 
a normal degree of optimism and f-inkly acknowl- 
edged having magnified his previous symptoms for 
whatever advantages that might have accrued. 


COMMENTS 


Regression is a means of defense allowing 
the ego to become more passive. The prerequi- 
site to its occurrence is a weakening of ego 
organization. Consequently, regression “hap- 
pens to the ego” (3) rather than the ego 
playing an active role in the erection of newer 
defenses. Psychotic symptoms are often direct 
expressions of this regressive disintegration 
which recapitulates in reverse those level dif- 
ferentiations of the personality acquired 
through the entire mental development from 
childhood (a de-differentiation). The deepest 
form of regression represents a resumption of 
the oldest type of defenses: blocking of the 
ego and a reversion to primary narcissism. 
From this end of the gradient to the nonre- 
gressing ego of normality we may observe in- 
finite forms and degrees of ego dissolution. 
The accurate differentiation between neurosis 
and psychosis clearly depends upon whether or 
not in the process of withdrawal from reality, 
object relationship is preserved at all. 

Perpetual effort at restitution (toward ob- 
jects) is universal and is observed even in the 
hebephrenic who can but for a fleeting moment 
“look and eavesdrop” (Fromm Reichman) at 
reality in short-lived object transferences. I 
would like to regard the Ganser symptom not 
only as an expression of defense and retreat, 
but also as a reconstruction, a last-ditch effort 
to preserve the ability of the ego to invest in 
objective reality (actually by taking some part 
in it.) The medium of approximate answers al- 
lows this to become possible, as if to deny the 
impending dissolution, i.e., ‘‘it is not true that 
I am irresponsible and no longer capable of 
speaking with sanity and am in full control of 
inner pressing forces.” Perhaps this is what 
the patient above meant by combining a lie and 
the truth, thereby remaining in touch with the 
outside, The Ganser type of response takes on 
the appearance of extreme ambivalence, with 
representation close to the surface of awareness 

Because this type of patient appears clinic 
ally to be in a better state of contact than he 
would have others believe, one is invariabl; 
attracted to the proposition that the patient 
may be simulating mental illness in the manner 
of the malingerer. Clinical experience, how 
ever, with the malingerer (as in Cases 4 and 
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5) indicates clearly that this form of dis- 
turbance is more surely under full volutional 
control and awareness at all times, and that 
under appropriate pressure the ego ecounters 
no difficulty in completely disavowing and re- 
nouncing the simulation without suffering any 
serious alteration in personality; nor is he 
obliged to seek other substitutive mechanisms 
for the expression of important emotional vec- 
cors. The malingerer can be completely dis- 
armed, without in the least compromising ego 
integrity. As has been developed in the case 
studies above, one finds that this is not true 
in the Ganser state in which these symptoms, 
albeit appearing to reside within the sphere of 
volutional manipulation, actually come to rep- 
resent a resolution of conflict on unconscious 
levels. Of conspicuous interest is the extremely 
transient nature of these symptoms—the in- 
variable prelude to a psychotic situation of 
more grave portent to follow. Invariably this 
syndrome proves to be ineffectual in forestalling 
regression to primary narcissism, that stage in 
infantile development before final differentia- 
tion of ego and non-ego take place. In the 
malingerer, the ego is not confronted with im- 
pending catastrophe, as is true in cases of a 
psychotic course of events. Freud stated quite 
clearly that the inner perception of loss of 
object relationship (anticipated unconsciously) 
is one of the earliest fantasies in early schizo- 
phrenia and that the world of balance comes 
to an end. The Ganser symptom may be dis- 
cerned as one of the earliest manifestations of 
“indistinct ego boundaries, indistinct apper- 
ception of objects, and a deep oral ambivalence 
towards the universe of objects’ (Fenichel). 
The Ganser syndrome is the result of the with- 
drawal of the libidinal investment in the world 
of things, and then an archaic attempt to re- 
gain contact with the world. (8). The more 
common echolalia and echopraxia of the child 
and the mentally ill are also primitive attempts 
to get in touch with the world of things by a 
process of imitation instead of identification. 
Approximate obedience, truly a pre-stage of 
automatic obedience of the passive schizo- 
phrenic, may correspond to the “imitative fas- 
Cination in infants” (Fenichel). The Ganser 
symptom can be regarded, then, as a restitu- 
tional symptom, an early effort to re-establish 
something like a mimic-adaptation; but its 


force proves inadequate, and ego strength is 
abandoned to pave the way for the psychotic 
break from reality. 

Often enough one witnesses theatrical and 
ludicrous behavior in the early hours or days 
of an acute mental excitement; soon relin- 
quished and replaced by the more typical fea- 
tures of a psychosis. Does this initial acting- 
out in the dramatic or silly manner not seem 
to symbolize the patient's effort to negate from 
awareness the seriousness of his developing 
mental illness, and his hope to hold together 
by contact with reality? The other facet would 
take into consideration that this acting-out also 
represents the patient’s frantic effort to objec- 
tify his experiences in his eternal striving to 
relate to object investments as a protection 
against impending dissolution. All face-saving 
employment of noblesse oblige must, conse- 
quently, help the patient to deceive not only 
others but himself in the main. Children often 
employ the ludicrous or approximate answer in 
order to attract desired attention or to evade 
responsibilities, more often the former. Keen 
scrutiny and attention to the earliest manifesta- 
tions of a developing mental illness may re- 
veal a higher incidence of Ganser-like quality 
of responses and behavior. One can more 
reliably measure then the character and quality 
of the regressive mechanisms at play, the pro- 
fundity of reversion to inferior modes of adap- 
tation and one can more intelligently quantify 
restitutive capacities in the patient. Prognosis as 
to the ultimate course of the illness is often 
more intelligently evaluated in the earliest hours 
or days of a developing mental excitement than 
at a later time when conflict has been resolved 
at more elusive or inaccessibly-adjusted levels. 
In the process of regressive de-differentiation, 
the Ganser syndrome plays an early role in an 
effort to preclude ego deterioration to lower and 
more primitive levels. It was postulated by 
Freud that the ego inherently fears regression 
and yet does so paradoxically; although there are 
primary neurotic advantages in regression to 
narcisstic levels and freedom from external re- 
sponsibilities, nevertheless the patient inher- 
ently dreads the prospect of being flooded with 
his infantile fantasies and emotional experi- 


ences, and hence clings frantically to object 
investments. 
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CONCLUSIONS 


1. The Ganser symptom can be looked upon 
as an indicator of serious disturbance in per- 
sonality integration. 

2. One can expect to discern this feature 
early in a psychotic development either as an 
immediate precursor (a pre-schizophrenic de- 
fense), or appearing while the psychotic proc- 
ess continues in statu nascendi. 

3. When differentiated from frank simula- 
tion, it invariably presages a psychosis to fol- 
low. . 

4. The Ganser syndrome is an adaptive de- 
fense that is purposive but unfortunately in- 
effectual; yet its delineation permits insights 
into the fundamental disease entity underlying 
the personality, as well as being of value in 
prognostic evaluation. 
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PSYCHODYNAMICS OF CHRONIC ALLERGIC ECZEMA 
AND CHRONIC URTICARIA 


ELIAS SCHNEIDER, M.D.* 


Why anyone develops chronic allergic ec- 
z ma (also known as atopic eczema) or chronic 
u'ticaria is still a complicated problem which 
continues to baffle us. While some observers 
st ll regard these disorders as either somatic or 
p-ychologic in origin, most investigators are 
ccnvinced that the best approach is a psycho- 
somatic one. This idea was elaborated and 
confirmed by Stokes and Beerman (1) in a 
review of the literature in 1940 and by my- 
self (2) in 1948. However, to observe that 
psychologic factors play an important role in 
the course and genesis of these illnesses is not 
enough. The task ahead of us is to discover 
what specific forces are involved. Up to the 
present, there is scarcely any conflict man is 
heir to that has not been implicated in these 
disorders. My own experience, as one would 
expect, showed that the more intensively I 
treated a patient, the more numerous seemed 
the unconscious sources which could be sup- 
plying the psychic tension involved in the 
dermatoses. The puzzle I set out to solve was, 
which one of the numerous conflicts present 
was in casual connection with the signs and 
symptoms. 

My aim in this paper is to present some evi- 
dence which indicates that the most specific 
psychodynamic finding is guilt and anxiety 
related to hostile aggressive impulses. Over 
and over again I was able to observe that an 
outbreak occurred in a situation where the mo- 
bilization of these drives was so intense, that 
the patient’s usual defenses were no longer 
adequate to stem the tide. For a long time I 
thought that erotic impulses were also in- 
volved, but the more I studied these people, 
the more I became convinced that this was 
only a facade and that it was the hostile ag- 
gressive component alone that supplied the 
tension in the genesis and course of the disease. 
Eczema and urticaria are presented together 


* From the Departments of Psychiatry and Derma- 
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in this paper, not only because they are closely 
allied in that hereditary, constitutional and 
allergic factors are considered most significant, 
but also because as will be seen later, the spe- 
cific psychic factor seems to be the same. Not 
infrequently both types of lesions are seen in 
the same individual at the same time. 


CasE REPORTS 


Case 1. The patient is a 32-year-old married man 
who has had numerous exacerbations and remissions 
of eczema since earliest infancy. On many occasions 
the illness was so severe that hospitalization was 
necessary. The present exacerbation has lasted for 
nine months during which time he was hospitalized 
twice with little or no relief. It started one month 
after his marriage. For months before he proposed 
he was in torment about whether or not it would 
be fair to get married since there was always the 
possibility of future exacerbations with the burden- 
ing effects on his wife and because he was con- 
vinced that his children would inherit the disease. 
Finally, with much trepidation, he confessed all this 
to his girl friend who promptly reassured him that 
she cared not a whit about such possibilities and 
shortly afterward they were married. His wife was a 
shy, timid girl frightened about sexual intercourse 
during which she experienced much pain. The pa- 
tient felt responsible for this and blamed himself 
constantly for being too rough and forceful despite 
the fact that he was extremely gentle. Also about 
two weeks after the eruption started his father suf- 
fered a mild concussion which kept him in bed for 
a week. The patient was sure his father was going 
to die and since then has become obsessed with the 
idea of this happening. 

As far back as he can remember he was closely 
attached to his mother. In addition to the emotional 
attachment, the very mechanics of the treatment of 
his illness demanded a close physical tie. She 
rubbed ointments all over his body two and three 
times a day. Because he would frequently awaken 
her at night, she kept him in her room until he 
was ten. Also his father, a traveling salesman, was 
away from home for long periods of time which 
reinforced his proprietary feelings toward his mother 
with all the conflicts involved. As a child, he con- 
sciously hated and was fearful of his father. On a 
number of occasions, when his father suggested that 
he be hospitalized, the patient was certain that the 
motive was to get rid of him permanently and he 
would beg his mother to intercede. He cried bitterly 
that it was his father’s fault that he was ill in the 
first place, that he didn’t ask to be born and wished 
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that his father would go away on a trip and never 
come back. This was followed by feelings of guilt 
and he thought it was his fault that his father had 
to leave home to make a Jot of money to pay for 
his illness. He remembered especially that if his 
father was ill, say with a cold, he blamed himself 
for costing so much for doctor bills that his father 
couldn’t afford to eat enough which made him sick. 
I have been treating this patient psychotherapeutically 
for the past two years during which time I have 
observed a number of exacerbations and remissions. 
Invariably the exacerbation occurred when he was so 
threatened by unconscious guilt over his hostile im- 
pulses that his usual defenses of projection and re- 
action formation could no longer maintain his pre- 
carious equilibrium. It was literally impossible for 
this man to express any conscious hostility. The 
slightest interpretation that he might be angry at 
someone would evoke the most vehement protesta- 
tions and denials. (In this connection the skin erup- 
tion plays an important defensive role but since this 
topic deserves a chapter of its own, it will not be 
discussed here.) A recent example of such an episode 
follows: His skin had been in good condition for 
six months when he and his wife decided to go 
away for a vacation. Just before leaving he was 
told that his father was advised to have a prostate 
operation in the near future. A week before his vaca- 
tion was over, the anxiety that his father would 
undergo the operation and die while he was away 
becamé unbearable. He cut short his trip and returned 
to find his father totally unconcerned and witb no 
intention of having any operation. Now he became 
alarmed that his father would die from noninter- 
vention and after a week of unsuccessful effort to 
get his father to a hospital, an acute exacerbation 
occurred. 


Case 2. The patient is a 26-year-old married woman 
suffering with an acute exacerbation of eczema for 
the past two years. This was the first attack in 12 
years, the last outbreak having occurred when she 
was 14 and lasting only a few months. The present 
eruption occurred under the following circumstances: 
Her fiancé had been in the Army, overseas, for a 
year wnen she realized that she was no longer in 
love with him and went out with other men. This 
made her feel guilty and she decided to break off 
the engagement but her mother forbade her to do 
it until his return and she didn’t dare disobey her 
mother. To make matters worse, wishes that he be 
killed in action broke through into consciousness 
and compulsively she was forced to pray for his 
safety long hours at a time. In this setting the rash 
broke out. With dermatologic treatment it cleared 
up to a great extent with the exception of some 
lichenification in the antecubital and popliteal areas. 
A year later her boy friend returned and the en- 
gagement was terminated by mutual agreement. Not 
long after she fell in love again, and this time 
married. On her honeymoon there was a full-blown 
exacerbation of the eczema. This time dermatologic 
treatment was unsuccessful and she sought psychia- 
tric help after reading a popular book about psycho- 





Elias Schneider 


somatic medicine. Since she experienced much anxiety 
in connection with sexual intercourse and would get 
frenzied attacks of pruritus immediately thereafter, it 
seemed at first that guilt over her erotic feelings was 
most responsible for her rash. However, as psycho 
therapy progressed, it became more and more evident 
that the focus of her guilt and anxiety was hostility 
toward her mother. She was aware of the hostility but 
would never dare express it. On the contrary, sh« 
was oversolicitous of her mother and never crossec 
her. The core of the hostility was sibling rivalry 
and competitive feelings for her father’s affection 
As the time of her marriage approached, she fel: 
certain that her mother was against it. A numbe 
of obsessive compulsive symptoms developed. If sh: 
left the house without kissing her mother good-by 
she would have to return to do so when she recalled 
it no matter where she was. Also, she repeated long 
involved prayers for her mother’s safety and healt! 
every night before going to bed. Marriage reawak- 
ened primitive destructive fantasies toward her 
mother with the accompanying guilt and anxiety. An- 
other example of her unconscious guilt and its 
relationship to the skin eruption occurred during 
pregnancy. She was still under treatment at the time 
and her skin had been clear for many months. As 
soon as she was sure she was pregnant she became 
depressed and her eruption returned. Since she had 
only agreed to become pregnant because her husband 
had been expressing a desire to have a child for 
many months and she was frightened of losing him 
if she didn’t agree, she felt certain that all he cared 
about was a baby and not her. Once the baby was 
born she would have to play second fiddle. Not only 
was she angry at her husband but death wishes 
toward the baby became conscious. 


Case 3. The patient was a 23-year-old married 
woman who was suffering from a severe attack of 
allergic eczema of six months’ duration. She was 
referred because there had been no relief with der- 
matologic treatment, including hospitalization. There 
was no past history of skin disease. The eruption 
started three weeks after her marriage and quickly 
became generalized. There was much anxiety con- 
nected with sex and once the eruption had appeared 
she would indulge in orgies of scratching after inter- 
course. Here again it seemed at first that guilt over 
sexual impulses was the dominant factor but as the 
story unfolded it became evident that it was the 
relationship with the mother that supplied the guilt. 
She was the oldest of 3 children and when she was 
15, her mother became a semi-invalid. Since the 
family was poor, it became necessary for her to leave 
school and take care of the household. She had al- 
ways been her father’s favorite and after his wife 
became ill he lavished even more affection and 
attention on her. The patient felt that her father 
had “unnatural’’ feelings toward her. One of the 
reasons for her marriage was her increasing uneasi- 
ness and her wish to get away from him. At the 
same time she blamed her mother for having put 
her in a position of a housemaid and_ interfering 
with her education. Despite the fact that her mother 
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vould constantly incite anger by her continuous 
nagging and insatiable demands, the patient kept it 
inder rigid control. ‘No matter how much she 
yelled at me, I would never answer her back because 
{ might say something I'd regret. I'd go to my 
‘oom and cry.” Two weeks before her wedding she 
hecame preoccupied with the idea that if anything 
happened to her mother when she left home it 
vould be her fault because she ought to be there 
to nurse her. On one occasion an aunt said that it 
‘vould probably be hard on her mother when she 
left and she answered angrily, “Are you trying to 
tell me that I will kill my mother if I get married?” 
After three months of treatment she quit of her own 
accord, separated from her husband and returned 
home. During the time she was under treatment the 
material dealt almost solely with her guilt and 
anxiety about leaving her mother alone. At the same 
time her skin condition worsened. 


In some patients the relationship of the 
conflict to the skin eruption begins to crystalize 
after the first few interviews. These patients 
often have some insight and welcome the idea 
of being treated psychotherapeutically. While 
the previous dermatologic investigation has fo- 
cused on the search for the offending allergens, 
the patient has begun on his own to search his 
daily life for possible clues to his illness and 
has made some pertinent observations long 
before he gets to the psychiatrist. In fact, many 
go overboard in this direction and it becomes 
a problem in some cases to get the patient to 
follow their dermatologic regimen while under 
the psychiatrist’s care. 


Case 4. A 33-year-old .married woman with a 
long-standing history of atopic eczema was referred 
to me because her present exacerbation had not re- 
sponded to dermatologic care after many months of 
treatment. She, herself, felt that “nerves” had some- 
thing to do with the skin disease and asked to see a 
psychiatrist. During the first interview it was ob- 
vious that she had a neurotic structure with many 
mild obsessive compulsive and phobic features. “In 
the last couple of years, when I get excited and 
mad, I sweat and begin to itch all over and scratch. 
I get moody and aggravated at little things about 
my husband but I keep it to myself. I stay silent 
but then scratch like mad for a couple of days. It 
(anger) seems to come out through scratching.” She 
is very jealous of him. ‘Whenever he talks to a 
woman I burn up inside even though I know it’s 
my fault. I think it’s because I can’t bear to have 
him pay attention to or praise any woman. I have 
to have all the attention. My husband reassures me 
and says we are perfectly matched but still I worry 
that he'll take off with a beautiful girl. Why should 
he stay with me?” The turning point in the case came 
when she recalled an incident on the day of her 
father’s death. She was 12 at the time. He had 


been suffering from heart trouble for six months 
during which time she was expected to stay in- 
doors much of the time and keep him company. 
Although she was very much attached to him, she 
also felt increasingly angry at him for keeping her 
away from her friends and all the games they were 
playing. On this particular day she wanted to join 
her playmates but he asked her to stay in and read 
to him. She refused and this usually mild-mannered 
man became very excited and screamed at her. She 
ran out of the house to find, when she returned a 
few hours later, that he was dead. She blamed her- 
self for having made him angry and excited. Within 
a few days she developed an acute generalized ecze- 
matous eruption which never completely disappeared. 
There was always a more or less faint residue in 
the antecubital and popliteal areas. After relating 
this, she talked of her mother’s death. She was then 
15. Her mother had remarried one year previously. 
When she died her step-father left and she kept 
house for two older brothers. “After mother died 
I think that deep down I gloated that now I was 
boss of the house and everything depended on me.” 

After working this material through, the rash 
disappeared completely for the first time since the 
age of 12. 

Case 5. A 31-year-old married woman with a 
history of chronic urticaria for six years was re- 
ferred because the patient felt that “nerves” had 
something to do with her illness. At the same time 
the urticaria started she and her husband and baby 
were living with her parents. Her husband had just 
returned from the Army and they couldn’t find an 
apartment. “I’m very close to my family. My father 
is a very nice and understanding man and though 
I'm closer to my mother, I go to him with my 
troubles. My mother runs the family and usually 
wants everything her own way. She has made me 
too dependent on her. She does all the work in the 
house and minds the baby. She doesn’t even let me 
cook for my husband and I'd like that. She does 
everything for me so how can I hurt her by saying 
anything? I always agree but afterward I feel re- 
sentful. I remember once getting angry at my mother 
when we were visiting relatives at the seashore. She 
was doing all the work in the house and I got so 
mad, I told her she was a fool for doing it. She 
looked at me with such a hurt expression that I 
became hysterical and couldn’t stop crying all day.” 
Brief psychotherapy aided in a quick recovery. 

Case 6. A 27-year-old single man with a history 
of atopic eczema since infancy was referred by the 
dermatologist at the patient’s request. He thought 
that ‘“‘aggravation’” made his skin worse. He imme- 
diately launched into a tirade against his mother but 
he wanted me to be sure that, “I hate my mother’s 
attitude not my mother.” He had _ constantly 
struggled to break away from his mother. When he 
was 20 he joined a C.C.C. camp. He was very happy 
there but after three months his mother became de- 
pressed and he was requested to come home. Almost 
immediately he suffered an acute exacerbation of 
eczema. “I was furious at her but I couldn’t stand 
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the locks she gave me. It’s her fault that I never get 
anywhere. She holds me back.’’ What he was least 
aware of was his dependence on her. He took jobs 
in outlying cities always returning home after vary- 
ing periods of time on some pretext or other despite 
the fact that he had opportunities of making a career 
for himself where he was. After a few months of 
treatment his skin improved to the point where he 
felt he could work again and he bought a small 
trucking business. This took all the money he had 
and he needed all the money he collected to pay for 
the trucks. Despite this, his mother demanded that 
he contribute his share to the household expenses. 
This made him furious but he didn’t say a word to 
her. When he came to the clinic the next day it was 
obvious that another exacerbation of eczema had 
started. He poured out his resentment toward his 
mother, that she had always been unfair and gave 
his brother and sister all the breaks. At the same 
time he felt guilty. “I feel that I’m letting her down. 
I feel guilty because of her but don’t think my 
mother is a bad woman or that I think badly of 
her.” 


Case 7. A 36-year-old married woman with severe 
recurrent attacks of urticaria for the past four years 
was referred to me after she proved intransigent to 
the usual dermatologic therapy, including antihisti- 
minic drugs. This woman had led a traumatic life 
and was constantly rejected and maltreated by her 
parents. “No matter how angry I got, I tried to say 
nothing. I was afraid to get angry because then I'd 
be bad and vicious and no one would love me. I keep 
it to myself.” At the time I saw her, I was trying 
sodium amytal interviews in a few cases to see if I 
could speed up the psychotherapeutic process. Under 
the drug, I brought her back to the circumstances 
surrounding the first attack. At the time, her father 
was il! and her mother sent her to the druggist to 
get a prescription filled. When she returned her 
mother told her to go back for something she had 
forgotten. As she climbed up five long flights of 
stairs for the second time, she became very angry 
and suddenly the thought flashed through her mind, 
“I'd like to take something and smash their heads 
in.” She became overwhelmed with anxiety and went 
right to bed. When she awakened in the morning her 
arms and legs were covered with urticarial wheals. 

Occasionally I have been able to observe an initial 
outbreak of eczema while the patient was in psycho- 
therapy for another illness. 


Case 8. A 35-year-old married woman had been 
treated for a neurosis for six months when her first 
child was born. From the very first she had diff- 
culty in her relations with the baby. She developed a 
number of fears focused on her health. She was 
certain that he would be a “mental’’ case like her- 
self and tormented herself for having brought him 
into the world. When he was two and began to 
disrupt her compulsively clean and orderly house, it 
was more than she could bear. She would seduce 
him into defying her and then, under the guise of 
discipline, would scream at him and wallop him 
completely unaware of her hostility. While this de- 


fense was being analyzed, her punitive measures 
toward the child became more and more severe. 
Then one day when he was particularly provoking 
she grabbed him by the throat and started to choke 
him. “Suddenly I realized that I wanted to choke 
him to death. I could feel the blood rushing to 
my face and I let go, horrified.” Two hours later 
her face and neck became erythematous and the next 
morning she had an acute eczematous eruption. 


As would be expected, the constellation of 
skin rash and ambivalent feelings toward an 
infant is not uncommon. A brief example 
among many is as follows; 

Case 9. A 32-year-old woman had severe general- 
ized urticaria and angio-neurotic edema for seven 
months. Diets and antihistamine therapy brought no 
relief. She stated that she had been nervous ever since 
her baby was born 15 months ago. The idea of 
breast-feeding the baby had been repugnant to her 
but she felt it was her duty to do so. One week 
after she returned from the hospital she felt she 
was denying her husband the usual attention she had 
given him. She resented the baby’s interference with 
her usual home routine. In the next breath she 
characterized herself as a mild person who gets along 
with everybody. ‘I never show my anger. I keep it 
to myself.” At the time her illness started her baby 
had been sick for many months with chronic diarrhea 
keeping her up night after night. While this caused 
much anxiety, her hostility also increased and finally 
she realized that she wanted him out of the way.” 
Only crazy people have babies. I would give him to 
any one.” 


One of the problems in the treatment of 
eczema is to prevent secondary trauma to the 
skin from scratching. Scratching contributes 
to lichenification and infection which prolong 
the illness. Here the relationship of the conflict 
to the chronicity of the dermatosis is most ap- 
parent. As the patient relives his emotional 
experiences in therapy, one can observe at first 
hand how the patient traumatizes his skin. For 
not only are guilt and anxiety over hostility of 
genetic importance, but also seems to serve 3s 
a trigger mechanism in pruritus. However, 
it is not necessary to treat patients psychothera- 
peutically to notice this. Many patients who 
had been ill for a long and had searched for 
an answer for the cause of their illness, mace 
the same observation. It is not unusual for th 
patient to volunteer this information sponta: 
iously in the first interview. The following a: 
a few examples taken from patients seen just 
in consultation: 

“When I get nervous, I itch. Like after «1 
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urgument with my sister. I rarely get mad or 
gue. If I do, I walk away.” 

“Whenever I get mad my skin itches like 
‘ury. I go off by myself or take a walk. I 
rever show my anger.” 

“Whenever I get upset I don’t yell back. 
{ just itch and scratch.” 

“I never argue with my mother-in-law or 
ight with her. I just keep it in. When she 
was in the hospital for a week, I was calm 
ll that week and didn’t scratch.” 

“When I get angry I itch like mad. I go to 
ny room and scratch until blood comes. Then 
! feel better.” 

“When I get mad I keep it to myself but 
I scratch like the devil. I guess I'd be better 
off if I exploded but I can't.” 

To give any more examples would be to 
belabor the point. I have heard the same thing 
over and over again with hardly a variation in 
literally hundreds of consultations. 


SUMMARY 


That psychologic factors are of importance 
in the genesis and course of chronic allergic 
eczema and chronic urticaria is pretty much 
accepted by most investigators of these derma- 
toses. However, when it comes to the specific 
psychic factor or factors involved, there is 
hardly any agreement at all. As one reviews 
the literature there is scarcely a conflict ex- 


perienced by man that has not in some way 
been implicated. Sadomasochism, exhibitionism, 
masturbatory guilt, sexual anxiety, repressed 
resentment, and many others have been deline- 
ated as a specific determinant. One reason for 
this is probably the fact that the more inten- 
sively a patient is studied the more one finds. 
The question to be answered is whether there 
is any specific dynamic factor or factors com- 
mon to the disease process. Thus far there is 
no information on this point comparable to 
what we know, for example, about peptic ulcer 
or hypertension. My aim in this paper was to 
present some clinical material which indicates 
that there is a specific force involved, namely, 
anxiety and guilt connected with hostile ag- 
gressive impulses. Continued investigation will 
determine whether still more basic components 
are involved. Thus far it is interesting to note 
how an acute explosive psychic force is so inti- 
mately related to an acute explosive reaction 
in the skin. 
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THE ACTION OF PIROMEN* ON CERTAIN 
NEUROPATHOLOGIC STATES 


SAMUEL ROSNER, M.D., F.I.C.S. 


Piromen is described by the manufacturers 
(Travenol Laboratories) as a sterile, nonpro- 
tein and nonanaphylactogenic bacterial com- 
ponent whose active factor appears to be a 
complex polysaccharide (4). 

Certain interesting phenomena related to 
healing of the spinal cord, led the writer to 
try Firomen on various abnormalities of the 
nervous system. 

The work of Edward G. Stuart (3), Clem- 
ent, 1, 2), Windle (8, 7), Scott (5, 6, 7), and 
their co-workers, brought out the following 
pertinent observations: 

1. Piromen inhibits glial scar formation and 
permits neuronal growth across the acutely 
transected spinal cord. 

2. It enhances antibody formation and stimu- 
lates activity of lymphatic organs. 

3. After prolonged administration extramed- 
ullary hemophoesis in liver, and spleen of rab- 
bits and cats was noted. 

4. Adrenal gland and hypophysis show a 
definite relation to the action of Piromen. This 
is shown by the alteration of granulocystosis 
after adrenalectomy or hypophysectomy. 

5. Evidence of the action of Piromen on en- 
docrine glands has been demonstrated histo- 
logically. 

6. Electrophysiologic studies demonstrated 
conduction in lateral columns of spinal cord 
across the site of transection after treatment 
with Piromen. 

7. The site of transection of the spinal cord 
must show less than 1 mm. of separation in 
order for healing to take place with Piromen. 

8. The bacterial polysaccharide caused no 
regeneration in animals which were treated for 
less than eight days. 

It seemed to me that any illness which was 
related to pathology of the nervous system 
and in which glial scar formation played a 
part could possibly be helped by treatment 
with Piromen. The following are cases in 
which Piromen was tried: 


* Piromen was supplied by Travenol Laboratories 
(a subsidiary of Baxter Lab.) 


GrouP 1: INJURY TO THE SPINAL Corp, 
WITHOUT VISIBLE DAMAGE 


Case 1. J. M., male, aged 18 years. Automobile 
accident in April, 1951. Sustained cervical fracture 
at C, and subluxation of T.-Ts vertebrae. The patient 
had a quadriplegia after the accident. Cervical lam- 
inectomy was performed in May, 1951. There was nc 
sign of cord compression but the surgeon was of 
the opinion that there were signs of a traumatic 
myelitis. Urinary and fecal incontinence persisted. 
There was some improvement in sensory level afte: 
operation and muscle action in the upper limbs was 
weak and restricted to slight movement of forearms 
and hands but no finger movements. Upper arr 
movements were negligible. There had been no im- 
provement in the three months previous to institu- 
tion of Piromen therapy. Sensory level, at the time 
of examination, June 1952, was at T.-Ts. There was 
no movement in lower limbs or toes. Upper limb 
movements as described above. Bladder and rectal 
control were absent and muscle spasms in the lower 
limbs were frequent. Abdominal reffexes were absent. 

On ‘July 1, 1952, lumbar puncture was performed. 
The cerebrospinal fluid showed total protein to be 
65 mg. per cent. Queckenstedt test showed a partial 
block. X-rays showed evidence of previous laminec- 
tomy and fracture at C,-Cs. Treatment with Piromen 
was instituted, 0.5 cc. (5 gamma) daily was given 
intravenously for one week. Then 0.5 cc. was given 
subcutaneously every second day. When the first am- 
poule was finished, no injections were given for 
three weeks. ‘ 

In August, the patient was re-examined. His arm 
movements were much stronger and sensory level had 
descended to about Ts. 

In October, 1952, the patient showed return of 
reflexes in the upper abdominal quadrants. Arm rais- 
ing above head was carried out quite easily. There 
was some sign of beginning of finger movement. 
Sensation in bladder and rectum was improved and 
there was the beginning of slight control. The sen- 
sory level was found to be at Li. 


Comment: This patient showed no signs of 
improvement for a number of months before 
treatment with Piromen was_ instituted. Piro- 
men, to my mind, was and is the cause of 
improvement in this patient. 

Case 2. F.R., a 22-year-old male, suffered paraly- 
sis of both lower limbs as a result of an automobile 
accident on Dec. 25, 1952. This patient had a com- 
plete flacid paralysis as a result of a fracture disloc.- 


tion of the first lumbar vertebra. Sensation was prcs- 
ent in the paralyzed limbs. Bladder and rectal con- 
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trol were normal. Spinal tap showed blood stained 
xanthochromic fluid and complete block. Laminec- 
tomy at Dy-L: revealed a compressed spinal cord. 
The compression was caused by the fracture dis- 
location and a ruptured intervertebral disc. The her- 
niated disc was removed and the cord decompressed 
by laminectomy without fusion. There was no im- 
provement in neurologic status for about two weeks, 
when I decided to use Piromen. The first four doses 
were given daily by intravenous route, 0.5 cc. of the 
10 gamma strength. This dosage was continued but 
was given every second day subcutaneously. After 
about two weeks, the patient was able to turn himself 
in bed, could move the toes on his left foot, and 
kealing of a decubitus ulcer in the sacral region was 
almost complete. 

After the tenth injection of Piromen, the patient 
began to show movement in the toes of the right 
foot. Four weeks after the institution of Piromen 
therapy, the patient began to walk in a walker and 
could move his legs quite well. 


GROUP 2: LAMINECTOMY FOR PARTIAL 
COMPRESSION OF SPINAL CORD 


Case 1. R.P., male, age 47 years. Suffered from 
severe headaches with paresthesia in the upper right 
incisor teeth for many years, diagnosed as neurosis 
in the other clinics. Myelogram showed an obstruct- 
ing lesion at Cs-Cy. Laminectomy with removal of 
the herniated disc was carried out. Headaches and 
paresthesia in teeth were completely relieved. How- 
ever, the patient developed paresthesiae in both 
upper limbs with wasting of the flexors of the fore- 
arm and fingers, and of the deltoids, bilaterally. 
These signs and symptoms came on postoperatively. 
Vitamins B, and Bi: were given in large doses by 
mouth and injection. Improvement was slow. Piromen 
was started. Five gamma (0.5 cc.) were given sub- 
cutaneously every second day for twenty injections. 
A two-week rest period was taken and then another 
twenty injections were given as previously. The 
patient has improved markedly in muscle power. The 
deltoids and flexors showed improvement in size and 
function and paresthesia has become greatly dimin- 
ished. Improvement became evident after the first 
bottle of Piromen was finished. 


Case 2. M. V., male, age 37 years. Previously 
diagnosed elsewhere, as a case of multiple sclerosis, 
and in another institution as a case of parkinsonism. 
The patient showed parkinsonian facies, left-sided 
weakness in both upper and lower limbs with drag- 
ging of the left foot. He showed typical loss of 
balance with propulsion. Two significant points were 
paresis of the left serratus magnus muscle and wast- 
ing of the clavicular fibers of the left deltoid muscle. 

The time from onset of symptoms to laminectomy 
was about three and a half years. Myelography 
showed a suspicious obstruction to the flow of dye 
at Cs-Cs. Laminectomy revealed a herniated inter- 
vertebral disc at Cs-Cs with an adhesive arachnoiditis. 

For one week postoperatively there was no im- 
provement. Piromen injections were begun. Muscle 
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power began to return after about seven injections. 
Three weeks after operation, the patient was able 
to dance a jig and had marked neurologic improve. 
ment. Piromen was continued at home. Two months 
after operation, he was able to lift a 50 pound 
case of eggs. 

About four months after operation, the patient 
came to my office greatly depressed and showed no 
further improvement over the previous visit. He never 
returned for further follow-up. 


Case 3. A.F., female, age 57 years. Patient had 
gradually begun to lose power in both lower limbs. 
This weakness spread to the left upper limb. Blad- 
der control was poor. Symptoms began about six 
months earlier. During the last two weeks, the 
patient’s motor power had rapidly deteriorated. 
Myelography showed an obstruction to the flow of 
dye at C;-Cs. Laminectomy revealed an adhesive 
arachnoiditis with arachnoidic cyst that ran from 
C, to C;. The morning before operation, the patient 
had bladder incontinence and had complete loss of 
power in her lower limbs. During the operation the 
spinal cord was incised in a suspicious area but no 
neoplasm was found. The patient had a quadriplegia 
with urinary and fecal incontinence postoperatively. 
This lasted for four days. Piromen therapy was then 
instituted. After four injections, there was return of 
slight movement in the hands, then a day or two later 
in the lower limbs. Eight days after operation, the 
patient showed return of function which is better 
every day. Physiotherapy is being instituted. Three 
weeks postoperatively bladder function has not yet 
returned, but there is definite improvement of muscle 
power in upper and lower limbs. 


Case 4. Mrs. C., Spinal Cord Tumor. Dr. L. R. 
Criscione was kind enough to report the following 
case which is under his care. 

“Mrs. C. is now 57 years of age. I have treated 
her with a second bottle of 10 Gamma Piromen. 
There has been a marked improvement. Patient's 
original symptoms were total loss of sensation in 
lower limbs, constant cold legs and feet, complete 
inability to lift legs, and she was completely unable 
to walk. All these symptoms occurred immediately 
after the operation for a spinal cord tumor which 
was done on Apr. 19th, 1946. The second course 
of treatment with Piromen has revealed a constant 
and pleasant heat in Mrs. C’s legs and feet. She is 
able to lift her legs and move them about when she 
is in a sitting position. She is also able to walk, 
but at present needs support by holding the hands of 
people on either side of her. Although, I do think 
she is able to walk alone or perhaps with canes, if 
it were not for a psychologic factor of having great 
fear of falling.” 


Group 3: LAMINECTOMY IN CASES SHOWING 
MULTIPLE SCLEROSIS SYNDROME 


There were 6 cases in this series which had 
Piromen treatment. This treatment was insti- 
tuted a few years after laminectomy in each 
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case. Piromen therapy was insituted in the 
following cases in 1952-53. 


Case 1. N. H., female, age 47 years, diagnosed as 
multiple sclerosis. Showed typical picture. Signs and 
symptoms began in 1925 at about 20 years of age. 
She was bedridden for about three years before 
laminectomy. Extradural fibroma removed from Cs 
and another from Cs. There was some improvement. 
Patient is now able to sit in a wheel chair. Piromen 
was given but three courses of injections had no 
marked beneficial effect. 

Case 2. R. W., female, age 54 years. Diagnosed 
in 1944 as multiple sclerosis syndrome. Operation in 
1947. Adhesive arachnoiditis and myelitis was found 
at Ds; with slight improvement postoperatively. Two 
courses of Piromen showed no marked improvement 
except for diminished spesticity in lower limbs. 

Case 3. F. S., female, age 41 years. Diagnosed as 
multiple sclerosis in 1945. Laminectomy in 1947. 
Hemanzioma removed from C:-C;. Also a dense ad- 
hesive arachnoiditis was found in this area. Patient 
has had four courses of Piromen with slight improve- 
ment in motor power. 


Case 4. C.C.E., female, age 45 years. Began 
having signs and symptoms in 1942. Diagnosed as 
multiple sclerosis. Laminectomy in 1948, revealed 
an adhesive arachnoiditis at C;-D,. Improved in motor 
power postoperatively. Had many remissions. Patient 
is on her third course of Piromen and has improved 
steadily in motor power since Piromen therapy was 
instituted. 


Case 5. R. Z., female, age 49 years. Diagnosed as 


multiple sclerosis syndrome. Symptoms began in 
1945. Laminectomy in 1945 revealed hemangioma 
and adhesive arachnoiditis at C:-C:. There was some 
postoperative improvement but this was temporary. 
Piromen was given for three courses of injections 
with slight or no improvement. 

Case 6. M. S., female, white, age 31 years. Diag- 
nosed as multiple sclerosis in 1949. Laminectomy in 
1951, revealed an adhesive arachnoiditis at Ci-Co. 
Patient’ showed some postoperative improvement in 
motor power but this became stationary in the latter 
part of 1951. 

Piromen therapy was instituted in November, 1952. 
The patient has shown encouraging results. She can 
now walk by holding on to the wall, whereas, for- 
merly she was confined to her bed, or wheel chair. 
She has good bladder control, whereas formerly she 
had urinary incontinence. 


Group 4: CASES DIAGNOSED AS MULTIPLE 
SCLEROSIS AND NEVER DISPROVED 


Case 1. H.L.B., white, female, age 35 years. 
Present syndrome began about 11 years ago with 
transient amblyopia. Motor power gradually dimin- 
ished in all limbs. Reflexes were of spastic type. Mul- 
tiple sclerosis was diagnosed on many occasions. She 
was confiined to bed and wheel chair for three years. 

The patient complained of headaches, pain in 
cervical and thoracie spine. Examination showed con- 


gested discs bilaterally and there. was sensory level 
at C:. She had had double mastoidectomy in child- 
hood. Because the patient refused hospitalization for 
diagnostic procedures, treatment with Piromen was 
instituted. Three courses of Piromen were given with 
no obvious signs of improvement. Subsequently, the 
patient was operated on by another surgeon. 


Case 2. M. W., female, age 31 years. First diag- 
nosed as multiple sclerosis two and a half years ago. 
She complained of dizziness, loss of balance, di- 
minished motor power especially in lower limbs, 
transient amplyopia, and slurring speech. 

Neurologic findings were compatible with a diag- 
nosis of multiple sclerosis. Skull and cervical spine 
X-rays were negative. 

Piromen therapy was instituted. After the first 
course of injections was finished, the patient had 
volunteered the information that she felt definitely 
better. She could walk more than a mile, whereas 
earlier she couldn’t walk more than one block with- 
out resting. Her hand movements are better con- 
trolled. Vision is improved. Speech is better but still 
slurred. All in all, the patient has shown progressive 
improvement with Piromen. She has had _ four 
courses of injections. 


Case 3. B.F., female, age 29 years. This patient 
is the sister of Case 2. The patient began to have 
neurologic complaints in 1946. A diagnosis of multi- 
ple sclerosis was made in another clinic. Remissions 
were frequent but since the summer of 1952 the 
patient retrogressed and remissions were less fre- 
quent and were of short duration. 

Piromen therapy was instituted in July, 1952. 
Progress was definite. The patient could walk, talk 
and see better. In December 1952, the patient fell 
back somewhat. Piromen was given for one week by 
vein. The patient began to improve and has con- 
tinued to do so. She has returned to work as a phys- 
ical education teacher and carries out her duties 
efficiently when they are not too strenuous. 


Case 4. B.A.F., male, physician, age 42 years. 
Neurologic complaints began in the Army, in New 
Guinea in 1943. 

Signs and symptoms referable to the nervous sys- 
tem and compatible with a diagnosis of multipl 
sclerosis came on in 1945. Dicoumerol therapy was 
instituted in 1948. There was no improvement. 

The patient was confined to a wheel chair with 
almost no motor power in lower limbs. Eyesight 
was poor. Control of fine movement of hands and 
fingers was poor. 

Piromen therapy was instituted in May, 195 
Neurologic improvement was slow but steady ari 
the patient was able to carry out his office practic 
In December, 1952, there was a set-back which laste 
one month. At the last report the patient stated th 
he can get down stairs while holding on to the ba: 
nister with both hands. 

Both the patient and his wife feel that there h 
been great improvement in motor power in the low 
limbs. The doctor is now seeing patients in h 
office again. 
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Case 5. S.O., male physician, age 38 years. Began 
to have signs and symptoms of multiple sclerosis 
about six years ago. Deterioration was steady. Eye- 
sight was poor, walking was unsteady and restricted 
to a few yards. The patient was able to carry out 
his office practice but lately this was becoming diffi- 
cult. 

Piromen therapy was instituted about six months 
ago. Improvement in motor power was good, so that 
the patient was capable of taking a trip to Europe 
and doing a fair amount of sight-seeing on foot. 
Previously this patient had an extensive course of 
therapy with A.C.T.H. and Cortisone with only mild 
temporary improvement. He is now well enough 
to take a position as physician with a Veterans Ad- 
ninistration Hospital. 


Case 6. J. Z., male, age 39 years. Neurologic 
signs and symptoms came on about nine years ago. 
Definite diagnosis of multiple sclerosis was made 
‘bout seven years ago. The patient complained of 
double vision, extremely poor, slurring speech and 
inability to take any steps without help. He has 
been unable to earn his livelihood for a number of 
years. He is confined to a wheel chair at home. 

Piromen therapy was instituted about three weeks 
ago. His wife called to inform me that the patient’s 
speech was definitely improved, that double vision 
was less frequent and that subjectively there was a 
feeling of wellbeing and returning strength. Two 
weeks after the institution of Piromen treatment the 
patient called to tell me that he feels returning motor 
power and improvement in speech. 


SUMMARY AND CONCLUSIONS 


Piromen is a sterile nonprotein and nonana- 
phylactic bacterial component whose active 
factor appears to be a bacterial polysaccharide. 
This substance has been shown by animal ex- 
perimentation to have the following pertinent 
characteristics : 

1. It inhibits glial scar formation and permits 
neuronal growth across acutely transected spinal 
cords. 

2. It enhances antibody formation and stimu- 
lates activity of lymphatic organs. 

3. It has an effect on adrenal and hypophy- 
seal glands. Evidence of the action of Piromen 
on endrocine glands has been demonstrated 
histologically. 

4. Electrophysiologic studies demonstrated 
conduction in the lateral columns of the spinal 
cord across the site of transection. It was nec- 
essary to administer Piromen for at least eight 
days in experimental animals and it was nec- 
essary that the ends of the transected cord show 
less than 1 mm. of separation. 

It was decided that Piromen should be given 


a Clinical trial, based on the afore-mentioned 
characteristics. 

The cases were abitrarily divided into four 
groups: 

Group 1: Injury to the spinal cord without 
visible damage to be seen at laminectomy. 

Two cases showed and are showing definite 
Progressive response after the institution of 
Piromen therapy. In both cases, there was mini- 
mal improvement or no improvement before 
this. 

Group 2: Laminectomy for partial compres- 
sion of the spinal cord includes, 2 cases of 
herniated cervical intervertebral disc, one case 
of arachnoiditis with cyst formation and one 
case of spinal cord tumor. 

Results after institution of Piromen therapy 
in each of 3 cases showed definite progressive 
improvement. Patient M. V. has not returned 
for further follow-up and we cannot tell about 
his progress. 

Group 3: Laminectomy in 6 cases showing 
the multiple sclerosis syndrome. 

Cases 4 and 6 showed signs of response to 
Piromen. The other 4 cases did not respond 
to the treatment. The 4 patients that did not 
respond have been bedridden or confined to 
a wheel chair for a prolonged period. 

Group No. 4: Six cases, diagnosed as mul- 
tiple sclerosis and never disproved, were started 
with Piromen injections. Case 1 did not re- 
spond to treatment. The other 5 cases showed 
definite improvement. Retrogressions were of 
short duration. 

Piromen has given the best results if ad- 
ministered in doses of 5 gamma strength. The 
first week of Piromen can be given daily, 
either subcutaneously or intravenously. Then it 
is to be administered every second day by sub- 
cutaneous route. A two week rest is taken from 
injections after each 10 cc. ampoule is finished. 
One Vitamin B: 25 mg. tablet and one Vita- 
min Bz: 25 mg. tablet is taken three times 
daliy. Physiotherapy is of great help in speed- 
ing up the process of improvement. 

Piromen seems to be of definite benefit in 
cases of multiple sclerosis that are still ambu- 
latory. It has been of definite help after lami- 
nectomy in cases of spinal cord trauma, pres- 
sure of constriction without spinal cord 
disruption. 
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To my mind, these benefits are due to re- 
duction of glial scar formation and stimulation 
of axonal healing. ‘These processes are probably 
due to antigen-antibody reaction on a hormonal 
basis. 

I have found prolonged use of Piromen to 
have no ill effects. On the contrary, it is my 
opinion, based on the foregoing cases, that 
Piromen should be given exhaustive clinical 
trial in any pathologic state involving scar 
formation in the nervous system. 
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DENIAL OF THE LOSS OF A LIMB 
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The behavior of patients following brain in- 
juries often appears confused and irrational. 
However, seemingly bizarre manifestations may 
actually represent the injured person’s attempt 
to maintain his integrity and develop new 
adaptive patterns. Such patterns may be order- 
ly, purposeful, and, to some extent, predictable 
(1, 3, 5, 6, 7, 8). The following case is te- 
ported not only for its rarity but as a significant 
example of the relationship among physiologic, 
symbolic, and motivational factors in the 
process of reintegration following brain dam- 
age. It also illustrates some of the methods 
for the study of such patients. 


CASE REPORT 


A 21-year-old left-handed soldier suffered a broken 
jaw and a traumatic amputation of his left upper ex- 
tremity 6 inches below the shoulder when the auto- 
mobile in which he was riding collided with a train 
on Feb. 22, 1953. He was unconscious for several 
hours following the accident. After emergency treat- 
ment, which included blood transfusion and sedation 
at a nearby hospital, he was transferred to Ft. Belvoir 
Station Hospital where he was found to be semi- 
comatose with marked edema of the face and jaw. 
The deep reflexes were recorded as equal and hyper- 
active and pupillary reflexes were normal. The 
patient bcame increasingly restless, jumped out of 
bed, swore and shouted, kicked the corpsmen, and 
was incontinent of urine. The chart stated that he 
attempted to deny the loss of his arm. Because of 
his disturbed behavior, he was transferred to the 
Neuropsychiatry Service of Walter Reed Army Hos- 
pital 17 days after his accident. 

In the initial examination, the patient denied that 
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he had lost his left arm. He refused to look at the 
bandaged stump and suggested, “Why don’t you just 
cut it off, Doc?” However, he expressed awareness 
that his jaw had been injured in a crash. He ad- 
mitted having been hurt in a car accident, but said 
the accident had occurred four months ago. He com- 
plained that his left arm was bandaged too tightly, 
that it was in a sling and felt tired. He gave “being 
tired” as his main trouble, and on one occasion said 
that his penis was the part of him that had been 
hurt in the accident. The denial of the loss of the 
limb persisted until Mar. 23rd. On one occasion he 
admitted that the “right part” of his arm was gone, 
but when queried further he became angry and re- 
fused to answer, saying the question was “silly.” 

On the ward the patient was alternately lethargic 
and restless. He slept a great deal during the day 
and was awake at night. Routine neurologic exam- 
ination was negative. The electroencephalogram rec- 
ord showed abnormal 1 to 3 per second activity in 
the right occipital region. He was disoriented for 
place, saying he was in “Coolidge Memorial Hospital 
in Georgia.” It was later learned that this term was 
a condensation of two landmarks near the patient's 
home. There was a Coolidge Bridge near his home 
and a Cooley-Dickerson Hospital several miles down 
the road from the bridge. (The patient lived in New 
England and had been stationed in Georgia.) He 
gave the date correctly but did not give the date of 
the accident. On being asked the time of day, he 
usually gave the noon hour “because I’m hungry.” 
The patient was reluctant to come to interviews, and 
when asked questions pertaining to his injury, the 
accident, or hospitalization, would become restless, 
ask to leave, beg to be allowed to go to sleep, or 
complain of being hungry. On one occasion he sug- 
gested to the examiner, “Why don’t you go to bed? 
He misidentified the examiners as “insurance bro- 
kers.”” He referred to the orthopedists treating his 
stump as “‘orthopediasts” and “‘opediat,” though he 
pronounced other medical terms correctly. 

On Mar. 23rd, one month after his injury, the 
patient admitted the loss of his arm for the first 
time. He also appeared depressed, tearful, and agi- 
tated, and throughout the interview expressed con- 
cern about his parents’ health. He still showed par- 
tial disorientation for place, saying he was in ‘‘Coo- 
lidge Memorial Hospital” which during this inter- 
view he located in Washington. In relating some of 
the facts of his accident he said that he was driving 
the car when it was struck by the train. He also said 
he had experienced no phantom sensations. 
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During the following week he continued to be 
agitated and depressed and admitted that he had lost 
his arm. He expressed fears of going insane and 
wanted to see a psychiatrist. He complained about 
not being allowed to go out of the hospital for ‘‘ice 
cream” or the “movies,” and of being tired. When 
making these complaints, he appeared less agitated. 
He described phantom limb sensations. At one point 
he said, ‘The arm ain’t lost. Come across the street 
and we'll take an x-ray,” but immediately after ac- 
knowledged the amputation. He remarked on another 
occasion, “I know it’s there. I'd like to wake up 
and find it’s a dream.” His disorientation for place 
was expressed as “It’s Walter Reed or something,” 
“They say it's Coolidge Memorial,” and “They say 
it’s Walter Reed.” He talked obsessively about his 
teeth, asking many times if the operation (jaw wir- 
ing) should have been done. 

After Mar. 30th, the patient remained completely 
oriented. He appeared calmer during interviews, and 
described the phantom extremity as flexed at the 
elbow and at the fingers, with the thumb extended. 
He ruminated about getting a dishonorable discharge 
from the Army, although in reality there was no like- 
lihood of such action. He expressed concern that the 
examiners might turn in an adverse report on him. 

On Apr. 1, he was given 0.35 of amobarbital 
(amytal sodium®)) intravenously. After nystagmus, 
errors in counting, and slight drowsiness had appeared, 
he was questioned and again denied that he had lost 
his arm. He maintained that there was nothing 
wrong with either arm. His answer to the question 
“Why are you in the hospital?” was ‘Because I’m 
supposed to be.’ After the nystagmus and drowsi- 
ness cleared, the patient admitted that he had been 
in an accident but claimed that it was his “right’’ 
arm that had been amputated. During the interview 
he became disoriented for place and time and mis- 
identified the examiner. He said he was in “Walter 
Reed Memorial Hospital’? which he located in Vir- 
ginia, then North Carolina, and later at “Coolidge 
Memorizl.” He gave the date as Mar. 18, 1953, and 
said that he had been in an accident on Mar. 28, 
1953. 

The patient remained on a locked ward until Apr. 
6th, but did not appear disturbed by this. He said 
he was-‘‘on a psychopathic ward because of concus- 
sion of the brain.” He minimized the inconvenience 
of not being allowed out, and expressed sympathy 
for other patients. He stated that he remembered 
nothing of the accident. The last thing he recalled 
was stopping in the car for something to eat. He 
said he was unable to write because of blurred vision 
but did not complain of this spontaneously, nor had 
he mentioned it to his ward physician. The patient 
continued to do well on an open ward. He did not 
seem anxious, and expressed “confidence that he 
would be able to carry on his old trade as a machin- 
ist despite the fact that he was left-handed. He re- 
lated a dream in which he was either driving or sit- 
ting in a car which was then dragged by a train, but 
no one was hurt and he saw himself with his arms 
intact. While oriented for place, he insisted that an 


insurance man had told him that a friend who had 
also been injured in the accident had been in Coo- 
lidge Memorial Hospital. 

On Apr. 14th, he was again interviewed after 
being given amobarbital sodium intravenously. Ques- 
tioned after the administration of 0.5 Gm. of the 
drug, he expressed complete awareness of the loss of 
his arm and remained completely oriented for place. 
He made transitory errors in naming the month, 
calling it February on one occasion and March on 
another but corrected these when the question was 
repeated. 

The patient was observed during the following five 
months. He was transferred to an orthopedic ward 
but expressed a preference for a closed psychiatric 
ward. He gave as his reason that “the beds were tox 
hard” on the orthopedic ward. In later interviews he 
felt that he was being upset by the sight of othe: 
amputees. During the first three months he went out 
infrequently and slept a good deal during the day 
He did not write letters and read little because o1 
his “blurred vision.” The amnesia for the accident 
persisted. Throughout his hospitalization he talked 
of having a feeling that there must be a Coolidg« 
Memorial Hospital somewhere. On May 16th, he 
was asked to draw a person. He drew a figure in 
which the left upper extremity was slightly shorter 
than the right. He then became disturbed, threw 
away the paper, and proceeded to draw a person 
with the right side in profile. He worried a great 
deal about other patients, charging on one occasion 
that the nurses were not giving penicillin correctly. 

In the fourth and fifth month following his injury, 
the patient became a minor disciplinary problem on 
the ward and on one occasion was AWOL for a 
short period. He was passively resistant toward 
routine ward chores assigned to him. He drank beer 
with his friends in a bar whenever he got a pass. 
He boasted of his attractiveness to girls, but the ward 
physician and charge nurse statéd that the girls who 
visited the wards never seemed to pay much attention 
to him. When asked which ward he preferred, he re- 
plied that he liked the orthopedic ward better, but that 
the psychiatric ward had been very pleasant because 
“everything was free there. On this ward you have to 
buy everything. Over there the Red Cross people 
would give you free cigarettes and candy.” He did 
not refer to the more unpleasant aspects of being on a 
locked ward. There was no clinical evidence of a re- 
turn of disorientation for time, place or person—or 
was there any denial of his disability for the re. 
mainder of the time that he was studied. 


DIsCcUSSION 


This case illustrates the relationship betwen 
the level of brain function and the particular 
type of adaptation or defense with which te 
patient responded to the catastrophic aspects vf 
his incapacity. As the patient recovered fro 
the effects of his brain injury, there were ali 
ations in the adaptation patterns at each s 
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cessively higher integration of brain function. 
During the first month, when the brain dam- 
age was greatest, the defenses appeared in the 
‘orm of delusions and in behavior relating to 
sleep, food, and motor activity. These ap- 
peared symbolic of the patient’s drive to pre- 
serve his integrity and deny his incapacity. 
Thus, the delusions included a denial that the 
limb was missing and the ideas that his dis- 
comfort could be explained by “the bandage 
heing too tight’ or the “roughness” of the 
doctors. In the second month the delusions of 
denial. were replaced by obsessive ruminations 
about going insane, his teeth, the state of his 
parents’ health, and the unfounded belief that 
he might receive a dishonorable discharge. 
This type of behavior is often seen in people 
without demonstrable brain disease, and is re- 
garded as representing a defense against some 
greater danger. The improving conditions of 
brain function made it impossible for the 
patient to maintain an overt denial except in 
transitory fashion, under temporarily altered 
states of brain function—as in sleep—or when 
under the effects of amytal sodium. At the 
highest level of brain function, his behavior 
was characterized by anxiety about his condi- 
tion, worry about other patients, withdrawal 
from people, and the use of the symbol “hard 
beds’ to indicate his concern about being on 
a ward with amputees. There were, however, 
no delusions in a clinical sense. 

In his disorientation for place, the term 
“Coolidge Memorial Hospital’’ was a symbol 
in which the patient expressed his wish to be 
in familiar surroundings near his home. As 
his level of brain function improved, the pat- 
terns of disorientation could not be maintained. 
However, even after he was oriented in the 
sense that he could state his whereabouts ac- 
curately, he clung to this concept of reassurance 
and familiarity. This was expressed by a pro- 
cess of displacement or projection in the idea 
that his friend had been in “Coolidge Mem- 
orial."”, When this belief was given up, he still 
had the feeling that there mast be a hospital 
of that name somewhere. Thus, the same sym- 
bolic element was integrated into various pat- 
terns at changing levels of brain function with 
the common aim of providing a defense 
against stress. 

The mispronunciation of the term “ortho- 


pedist”” and the misnaming of the doctors ap- 
pears to have more than random significance. 
It has been shown that in states of altered brain 
function objects and persons connected with 
the patient’s problems or incapacity are char- 
acteristically misnamed (9). A_ process of 
selective perception occurs in which an object 
is identified in terms of some single aspect 
of its structure, name, or function. “Thus, a 
doctor may be called a “lawyer,” a thermo- 
meter a ‘nail,’ or a wheel chair a “spinning 
wheel.’” This verbal substitution is not an 
aphasic phenomenon but is usually classed as 
“paraphasic.’ Hughlings Jackson (3) and 
Henry Head (2) referred to it as ‘‘impercep- 
tion” to indicate the perceptual aspects that 
were involved. As in the case of anosognosia 
and disorientation just described, the persist- 
ence of paraphasia depends on the existence of 
an altered milieu of brain function. In our 
patient, when brain function had improved, he 
no longer used this means of expressing his 
feelings concerning his doctors. 

Symbols relating to sleep, food, and sexual 
behavior appeared to have been invested with 
importance by the patient and used as a de- 
fense. Thus, he would respond to questions 
about his amputation with complaints of being 
hungry and sleepy. At a higher level of brain 
function he did not show this pattern in inter- 
views but would manifest withdrawal by sleep- 
ing a great deal during the day. He expressed 
his preference for the other ward in terms 
of the “free cigarettes and candy.” In the stage 
of greatest impairment of brain function he 
stated that the injury had been to his penis. 
After apparent recovery from the effects of 
brain damage, he used boasting of his sexual 
attractiveness as a means of countering feelings 
of inadequacy. It has been pointed out (10) 
that altered sexual behavior and drowsiness in 
patients with brain disease cannot be under- 
stood in physiologic terms only, but have sym- 
bolic aspects related to denial of illness as well. 

Such changes in adaptation patterns are 
valuable indices of progress and prognosis in 
cases of severe head injuries. In this patient 
it provided evidence of improvement and a 
good prognosis. It was of interest that the 
change from the stage of overt denial and dis- 
orientation to that of obsessional rumination 
was accompanied by depression and agitation. 
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Paradoxically, although the brain damage was 
clearing, the behavior of the patient seemed 
more disturbed. The use of the “‘amytal test’ 
(11, 12) provided further data. When inter- 
viewed under the influence of the drug shortly 
after he became aware of amputation, the pa- 
tient denied having lost an arm and became 
disoriented. This reaction occurs only in pa- 
tients with brain damage. When the same 
procedure, repeated two weeks later, failed to 
elicit these phenomena, the clinical impression 
of favorable progress was confirmed. 

The phenomenon of the phantom limb fol- 
lowing amputation of an extremity is almost 
universal. The sensation is usually transient 
and illusional and the person does not express 
the belief that the limb is actually still present. 
Occasionally, under emotional stress, an am- 
putee may “feel” momentarily that the limb 
is still there. Thus, Captain Ahab in Moby 
Dick “felt” that his absent leg was with him 
when his wrathful thoughts turned to the white 
whale who had shorn him. For the delusion 
to exist, there apparently must be a change in 
brain function such as occurred in our patient 
through the concomitant head injury. A similar 
case was reported by Lhermitte (4). He ob- 
served a patient who had sustained an amputa- 
tion for vascular disease of the left lower ex- 
tremity and who had experienced phantom 
sensations. The man suffered a left hemiplegia 
after which he expressed the belief that the 
missing leg was still present. Interestingly, he 
also frequently responded to questions with 
“Laissez-moi dormir.’ Charcot noted that pa- 
tients with phantom limbs may dream that 
the extremity is whole. The similarity of the 
mechanisms of anosognosia, disorientation, and 
paraphasia to those occurring in dreams has 
been recognized, and in sleep there is a reor- 
ganization of brain function comparable to 
that seen in certain types of brain injury. 


SUMMARY 


The case of a patient with a brain injury 
and a traumatic amputation of an arm is pre- 
sented. The symbolic patterns of adaptation, 
including denial of the loss of the limb, at 
changing levels of brain function through the 
stages of recovery are described. 
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ELECTROENCEPHALOGRAPHY AND PSYCHOMETRIC 
TESTING IN BRAIN-DAMAGED PATIENTS 


ALBERT J. SILVERMAN, M.D., 
AND 
VIRGIL W. HARRIS, M.A.* 


One of the many important problems 
facing the physician is that of accurately diag- 
nosing brain damage. In the past decade many 


* new methods have become increasingly avail- 


able for this purpose. The fields of electroen- 
cephalography and psychology, through re- 
search in recent years, have come to be used 
more extensively as aids in the diagnosis of 
brain damage. However, the diagnostic validity 
of these relatively new methods is still in ques- 
tion, and each will require much further in- 
vestigation to establish the extent of its value. 

Few studies (4) have been reported in which 
correlations have been made between electro- 
encephalographic and psychologic test findings. 
The purpose of this paper is to present such a 
correlation study. 


METHOD AND PROCEDURE 


All 450 psychologic examinations given in 
the Colorado General Hospital during a two- 
year period (1950-1952) were inspected and 
105 records were selected for use in this 
study. The records were chosen because they 
met the criteria of reflecting possible brain 
damage signs as assessed by psychologic test 
standards and because the subject had had an 
EEG. Thus signs of brain damage seen in the 
Rorschach, Weigl Color-Form Sorting Test, 
Bender Gestalt Test, and Human Drawing 
Test were correlated with electroencephalo- 
graphic findings. It should be noted that all 
psychologic tests and electroencephalograms 
had been administered prior to the planning 
of this study. 

The age distribution of these 105 persons is 
shown in Table I. 

A Grass 8-channel electroencephalograph was 
used. So-called active lead placements were left 
and right frontals, motors, occipitals, anterior 
and posterior temporals. Reference electrodes 
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included both ears and vertex leads. Addi- 
tional leads were used in specific cases as in- 
dicated. Records were classified according to 
the method described by Lennox, Gibbs and 
Gibbs (2). Activation with hyperventilation 
was performed routinely. Monopolar and bi- 
polar tracings were done in each case, and a 
natural sleep record was obtained whenever 
possible. 

The criteria for assessing the possible pres- 
ence of brain damage in the psychologic ex- 
aminations were: organic signs considered in 
the Rorschach were those discussed by Pio- 
trowski (12, 13), Harrower-Erikson (5), and 
Klopfer and Kelley (10); these signs were 
low productivity, many poorly seen responses, 
color-naming, repetition or perseveration, im- 
potence, perplexity, and a restricted range of 
content (stereotopy). 

Weigl Color-Form Sorting Test signs of 
brain damage were concreteness seen in an in- 
ability to perform the required sortings, an in- 
ability to explain the sortings, and extreme 
dependence on the examiner for aid or re- 
assurance (1, 3). 

On the Bender Gestalt, organic signs looked 
for were gross distortions in reproduction of 
design, rotation of figures, inability to repro- 
duce angles correctly, and extreme difficulty in 
overlapping parts of the designs (8), 

Signs regarded as suggestive of organicity in 
the Human Drawing tests were emphasis on 
the head and difficulty in drawing this portion 
of the body, gross distortion of body image, 
and minimization of contact features (11). 


TABLE I 


Number 





Age in Years 
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As was implied in the above description, no 
one sign or test was used as the sole criterion 
for the diagnosis of brain damage. 

Using a combination of these four tests, a 
classification of questionably organic was given 
when tentative organic signs were found in one 
test but were not substantiated in the other 
tests; or when only a minimal number of signs 
were found in the combination of tests. 

A record was classified as organic when there 
were conclusive signs of brain damage in any 
single test (especially the Rorschach), and/or 
when some signs were noted in all of the tests 
given. 

RESULTS 


The mean Intelligence Quotient of the total 
450 subjects given psychologic tests was found 
to be 83. The mean I.Q. of those patients 
whose psychometrics were suggestive of or- 
ganic brain damage was 78. The difference 
between the mean I.Q.’s of these groups re- 
vealed the brain-damage group to be signifi- 
cantly lower at the .001 per cent level of 
confidence. 

The mean I.Q. of the total tested hospital 
population (1.Q. 83) also was significantly 
lower than the mean I.Q. of 100 expected in 
the general population. These data will be 
examined further in the discussion to follow. 

When the patients were divided into groups 
consisting of non-organic, questionable, and 
organic on the basis of psychometric examina- 
tions, it was found that of 52 patients with 
nonorganic psychologics, 67 per cent (35) had 
disturbed electroencephalograms. Among the 
19 patients with questionable organic psycho- 
metrics, 84 per cent (17) had disturbed electro- 
encephalograms, and of the 34 patients with 
organic psychologics, 94 per cent (31) revealed 
disturbances in the corresponding electroen- 
cephalograms. 

TABLE II 





Psychometric Diagnosis 


Per cent with 
Abnormal EEG 
Nonorganic 
Questionable organic 
Organic 





The differences in these three percentages 
were found to be statistically’ significant at the 
.01 per cent level of confidence, and indicated 
that in our series, as psychologic testing re- 


vealed more obvious organicity, the chances of 
finding electroencephalographic disturbances in 
these patients also increased. 

However, it should be noted, that in spite 
of this general correlation, 67 per cent of the 
patients with nonorganic psychologics revealed 
electroencephalographic abnormalities. Further 
comments will be made regarding this in the 
discussion below. 

Attention was directed to the various types 
of electroencephalographic abnormalities. The 
records were divided into four groups as fol- 
lows: 

1. 18 normal records; 

2. 65 diffuse disturbances, including slow 
and fast wave dysrythmias and paroxysmal 
abnormalities; 

. 6 focal records; 

. 16 mixed disturbances, i.e., records in 
which both focal and diffuse abnormali- 
ties were noted. 


Of those patients with normal electroen- 
cephalograms, 11.12 per cent (2) were found 
to have psychometrics suggesting brain dam- 
age. Of those with diffuse changes, 53.85 per 
cent (35) had organic signs in their corre- 
sponding psychologic tests. In the focal group, 
66.67 per cent (4) revealed organicity on psy- 
chologic examination; and of those with mixed 
disturbances (focal and diffuse) 68.75 per 
cent (11) were found to have organic psycho- 
metrics. 


TABLE JII.—Per CENT OF PSYCHOMETRIC 
ORGANICITY COMPARED WITH 
ELECTROENCEPHALOGRAPHIC FINDINGS 





Per cent of 
Organic*® Psychologics 
12.12 
53.85 
66.67 


Number EEG Findings 


Mixed 





* (NoTE: In above table, percent organic psycho- 
logicals also include questionably organic tests.) 


From the above data it may be seen th 
patients with pure diffuse disturbances in the 
electroencephalogram had fewer organic ps’- 
chologics than did those with focal findings. ‘t 
was noted that the difference between the d- 
fuse and focal records, and also the differen ¢ 
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between the diffuse and mixed records were 
both statistically significant at the .01 per cent 
‘evel of confidence. 

In view of the fact that some investigators 
9) have reported a high incidence of abnor- 
nal electroencephalograms in children with 
mly functional illnesses, we divided our popu- 
lation into two groups by age; using 17 years 
s the arbitrary dividing point. 

In the “under 17” group, 24 were diagnosed 
8 nonorganic, and 17 were diagnosed as or- 
yanic on the basis of psychometric examina- 
tions, Of the nonorganic patients, 79 per cent 
(19) were found to have disturbed electroen- 
cephalograms; and all of the organic group 
had disturbed electroencephalograms. 

In the “over 17” group 57.1 per cent (16) 
of the 28 nonorganic patients had disturbed 
electroencephalograms, and 86.1 per cent (31) 
of the 36 organic patients had disturbances in 
their electroencephalograms. 


TABLE IV.—PER CENT OF ABNORMAL 
ELECTROENCEPHALOGRAMS IN PATIENTS 





Nonorganic 
Age Groups Psychologics 
Under 17 .......... 79% 
Over 17 


Organic 
Psychologics 
. 100% 





The difference in the percentages found in 
patients without a psychometric diagnosis of 
organicity was statistically significant at the .01 
per cent level of confidence. 

From the above data it may be seen that 
the high number of abnormal electroencephalo- 
grams found in association with nonorganic 
psychologic examinations seems in part due to 
its preponderance in children. 

Thus, when only the adult group is consid- 
ered, roughly only half of the cases with non- 
organic psychologics exhibit electroencephalo- 
graphic disturbances. 


DISCUSSION 


The fact that the mean intelligence quotient 
of all patients tested at the Colorado General 
Hospital was below the norm found in the 
general population may be explained in several 
ways. Many of the subjects were of Spanish- 
American origin and were handicapped by 
their lack of fluency in the English language. 
In addition many of the patients were repre- 
sentatives of the poorer economic groups and 


may have included subjects with lower 1.Q. 
scores. 

It should also be noted that psychologic tests 
are not performed routinely. Only patients who 
appear retarded or who are suspected of having 
functional disturbances or brain disease are 
tested. Thus, because of the above facts, the 
tested population was highly selective and of 
a type that would tend to result in a lowered 
mean I.Q. 

The further decrease in I.Q. found in our 
patients diagnosed as “‘organic’’ on the basis of 
psychometric examinations indicates that or- 
ganic brain disease tends to depress the I.Q., 
and this finding is in accord with those noted 
by other investigators (7). 

It was noted above as ‘“‘organicity’’ became 
more apparent on psychometric examinations, 
that the percentage of abnormal electroenceph- 
alograms also increased. However, it was also 
seen that 67 per cent of patients with non- 
organic psychologics, revealed abnormal elec- 
troencephalograms. Since it is felt by some in- 
vestigators (9) that many of the electroen- 
cephalographic disturbances seen in children are 
not due to organic brain disease, the children’s 
group was then excluded. This lowered the 
figure appreciably, but still 50 per cent of the 
adult patients with nonorganic psychologics 
revealed disturbed electroencephalograms. 

Several possible reasons exist for this dis- 
crepancy. One explanation is that the electro- 
encephalogram is more sensitive than psycho- 
logic examinations in diagnosing organicity. 
This is certainly the case in some instances. 
For example, a lesion in one of the so-called 
“silent” areas of the brain may be recorded 
by the electroencephalogram, and not cause the 
behavioral changes to which the psychometric 
examination is undeniably sensitive. 

Another point that should be considered is 
the difficulty frequently encountered when test- 
ing a patient psychologically, in differentiating 
organicity from some of the so-called func- 
tional states. For example, concreteness is con- 
sidered to be a good sign of brain damage. 
However, it may also be seen in cases of 
anxiety, in mental defectives, and in cases of 
schizophrenia. 

In addition, it is important to remember that 
when the electroencephalogram reveals a dis- 
turbance, this is by no means a sine qua non 
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of organic brain disease. Indeed, the EEG 
may often record ‘metabolic disturbances.” 
Diffuse paroxysmal disturbances, for example, 
are most frequently ot due to cellular path- 
ology. Actually, paroxysms are considered to 
be excellent electroencephalographic signs of 
convulsive disorders. In these clinical states, 
psychologic examinations most often reveal no 
evidence of organicity, and in fact, are much 
less reliable than is the electroencephalogram in 
diagnosing these disorders (4). 

In this connection, it is interesting that pa- 
tients with diffuse EEG abnormalities had fewer 
organic psychologics than did those patients 
with focal disturbances. This is a reflection of 
the well known fact that focal EEG disturb- 
ances are better indicators of organic brain 
disease than diffuse disturbances which, ac- 
cording to some investigators may also be seen 
in various “functional” states (9). 

Despite this fact, only 68 per cent of our 
patients with focal EEG’s had psychologic tests 
thought to be organic. This again seems to 
indicate that EEG’s are more reliable than psy- 
chologics in diagnosing organicity, if one ac- 
cepts focal EEG disturbances as a good criterion 
of brain pathology. 

There is little doubt that at our present 
state of knowledge both methods are fallible. 
However, the areas of fallibility of these two 
methods are undoubtedly different in many 
cases. A small intracranial lesion may not be 
recorded by the EEG, but, because of its loca- 
tion, may result in behavioral or personality 
changes which may be reflected in psychologic 
test results. Conversely, as was stated previous- 
ly, a large focal disturbance in a “‘silent’’ area 
may not result in detectable personality altera- 
tions. Thus, in order to achieve more accurate 
diagnoses, it would seem best to use both lab- 
oratory methods together. It should be reiter- 
ated that these are only aids to complement the 
neurologic examination which of course re- 
mains the basic diagnostic method. Hoede- 
maker (6) concurs with this opinion, and 
States that diagnostic accuracy is exceedingly 
high when combinations of methods are 
utilized. 

In conclusion, it must be stated that further 
studies are necessary in both fields in order to 


establish more definite validity for their signs 
of organic brain disease. However, in order 
to help eliminate the many sources of error, 
pathologic changes and processes must be cor- 
related with EEG and psychologic test criteria. 
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A BIOLOGICAL CONCEPT OF NEUROSIS ORIGIN 
AND PROCESS 


Is It Feasible To Develop A Simplified 
Formulation Regarding Neurosis? * 


SAM I. STEIN, M.D., Ph.D.+ 


It is probably every scientist’s wish that the 
material of his field could be described in 
such simplified form that it might be under- 
stood by all who are interested. Such an edu- 
cational approach, if available, stimulates the 
public support as is needed at some point in 
the further development of one’s ideas. In 
the many medical disciplines, each seeking to 
emphasize its special needs, a practice has been 
developed to inform the lay public of some 
existing disease, of its statistical extent, of the 
probable dangers implied, and of the avail- 
able therapeutic approaches. Although they 
solicit support or counsel watchfulness we find 
no attempts made to relate the complex physiol- 
ogic or pathologic details of a disease. It is 
obviously impossible to develop in simplified 
language a true and useful formulation for an 
audience which, even though interested, has 
not had at least an intensive medical educa- 
tion and experience. 

Over the years, superficial inspection has 
suggested to many professional workers that 
the psychiatric theme of emotionalism lends 
itself as an exception to this reasonable rule 
so steadfastly applied in the other medical 
provinces. Accordingly there has arisen a large 
popular literature wherein the public is invited 
to become its own doctor through the use of 
dispensed advice, insight, exhortation, sugges- 
tive case histories, and mental hygiene; but in 
exchange for this supposedly benevolent coun- 
seling one is usually expected to join the bene- 
factor in adopting the label of his particular 
pet psychiatric theory or so-called school of 
psychiatric thought. This literature presumes to 
inform the parent either how offsprings are 
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“traumatized” into neuroses through adverse 
psychologic experiences occurring in the process 
of rearing, or how the “traumatized’’ offspring 
might be rehabilitated through a special process 
of psychologic analysis or reconditioning. The 
explicit suggestion in these approaches is that 
through reading, counseling, and belonging, or 
through these and similar primarily psychologic 
activities conducted at home by the parents, or 
preferably in the offices of those more ex- 
perienced, there will eventuate not only im- 
proved attributes of insight to psychologic 
processes but also improved emotional status 
for personal comfort or for the emotion- 
maturing of offspring. Perhaps it can in part 
be shown here that a strong fallacy in logic 
exists in these wholesale, relatively literary, 
primarily psychologic approaches for home use 
or even office practice. Close inspection of all 
the known variables and causal relationships or 
sequences in personality-building should re- 
veal that “social” conditioning and “emotion’’ 
maturing are two entirely separate phases in 
the parent-child or object-subject relationship 
complex. Counseling as to which psycholog- 
ically sound “‘social’’ patterns or attitudes are 
either conducive to conditioning or as to which 
patterns are suitable, desirable, or favorable to 
be imbued in a subject can be done by mail or 
journal or perhaps better in office interviews. 
Every therapist, even the person with limited 
clinical experience, is aware that intellectual 
insight into psychologic details or principles, 
even to the so-called deepest psychologic dyna- 
mics, can be quickly acquired and readily under- 
stood. But this does not establish the so- 
called emotional flexibility needed to modify 
behavior, to invoke what was interpreted, or 
to stop psychic or psychosomatic symptoms. 
Where intellectual insight to the cguses of 
functional malcontrol is established in a sub- 
ject but without the development of true emo- 
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tional flexibility, then the very distressing 
intrapersonal signs and symptoms of neurotic- 
ism remain essentially unchanged. At best, 
through constant and intense social approaches 
of a disciplinary or disciplining nature the in- 
terpersonal, “character,” or reactive symptoms 
can tenuously be modified so that the neurotic 
energy is turned to seeking substitutive grati- 
fications to emotion-dependency-need through 
so-called practical pursuits. But to obtain even 
small amounts of real functional or emotional 
flexibility with. concomitant, automatic and re- 
latively permanent reduction of all neurotic 
symptoms in a subject, the experienced prac- 
titioner must admit that long hours of so-called 
“working through’ must take place wherein 
much rehashing of the same psychologic con- 
tent occurs. What is the explanation for this? 
What are the physiologic mechanics? These 
are questions to be examined here later. For 
a while we recall that the pace for establish- 
ing intellectual insight, where necessary, is 
rapid, the pace of maturing the emotional 
phase at best is slow and limited in its effec- 
tiveness. Unless this distinct separation, readily 
witnessed clinically, of social and emotional 
components in personality structure is recog- 
nized, not only will the status quo and con- 
fusion continue within the psychiatric disci- 
pline, but likewise the parent for whom help 
is to be supplied will be traumatized by mainly 
groundless innuendoes or frank allegations of 
overt rejection and mismanagement as is often 
formulated by therapists. 

In my articles (5, 6), using the traditional 
medical method, in literal, medical, and not 
figurative language, and by equating pre- 
clinical and clinical knowledge, I have at- 
tempted to develop a logical working hypo- 
thesis or a word description of the separate 
components of the personality structure. The 
definition for some of the terminology used 
here will be found in those reports. From our 
clinical findings on large numbers of cases as 
well as from the findings of many other in- 
vestigators, it can now be reported with cer- 
tainty that the main, basic, intrapersonal cause 
perpetuating functional disorder is the exist- 
ence of a mild, moderate, or severe degree of 
emotional immaturity in the individual. It is 
necessary to utilize the psychotherapeutic pro- 
cess to resolve this pathology. The treatment, 
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to be effective, can be administered only by 
those who have the capacities for applying it. 
This is the same as saying that through objec- 
tive observation so much diabetes, cancer, or 
tuberculosis has been found in the populace 
to account for various disease syndromes and, 
if we wish to relieve symptoms or to cure 
disease, we should expand our facilities and 
opportunities for utilizing those medicines 
which have been found to be effective in the 
respective conditions. 

But, even if available, this amount of under- 
standing and acceptance on the part of the 
public regarding the theme of pathologic emo- 
tionalism is not enough. An equally urgent 
need is for clearer understanding and con- 
sequent agreement within the psychiatric disci- 
pline regarding the genesis of the pathologic 
substrate of neurosis and regarding the prob- 
able specific denominator of “psychotherapy.” 
We are now beyond the stage of believing 
that neurosis or emotional deficiency is repre- 
sented only by a few well defined categories of 
severe affliction, classically described earlier 
as anxiety hysteria, compulsive and_ phobic 
states, and, added more recently, a few con- 
ditions of psychosomatics. Whether considered 
in its popular connotation or in the strictly 
physiologic definition of the term, it is an 
error of oversimplification to continue to imply 
merely by the label of the condition, that the 
comprehensive pathologic process of neurosis 
is primarily emotional, Actually the disturbed 
emotions, or the emotional phase in the symp- 
toms, comprise only a small part of the total 
complex. Instead neurosis should be considered 
as a process of deficient neural functioning 
expressing itself to various degrees in many 
different ways (psychically, psychosomatically, 
psychosocially, psychofamilially and afflicting 
man quite universally. Immediate and careful, 
comprehensively and objectively conducted re- 
search is mandatory wherein “the omnipotent 
scientific method” is applied. 

Today, we can derive an intelligence quoti- 
ent referring to the intellectual endowment po- 
tential; a physical quotient referring to the 
vigor and normality of the physical elemen‘s 
of body and brain; a social quotient referring 
to the type of patterns conditioned into tic 
potentially receptive human psycho-neural c:-- 
ments; and perhaps even an emotional que'!- 
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cnt referring to the flexibility of neural func- 
tioning or how the “machine” runs. Only 
careful study will delineate the sources in the 
nervous system for each frame of reference, 
and the resources for modifying a frame or 
trames if abnormality exists. 

With regard to the so-called emotional com- 
ponent, it remains a curious fact that some 
important fundaments have been left prac- 
t.cally unformulated in the development of the 
premises or in the derivation of the concepts 
that have been applied to the origin of neurosis. 
I: may be considered elementary, but indeed 
ii must contain significance, if one is reminded 
that the dominant biologic functional char- 
acteristics of neuroid or neural substance, wher- 
ever it exists in the living state, are srritability 
and conductivity. These functional character- 
istics are not man-made any more than are 
those of contractility for muscle or metabolism 
for the liver. They obtain in the nervous sys- 
tem of the infant too as a latent bio-evolution- 
ary phenomenon, exclusive of post-natal psy- 
chologic conditioning or experiences, before 
any postnatal psychologic events are effected. 

This conduction factor is physiologically 
discussed in terms of its observable variations 
ranging from excitation to inhibition or vice 
versa. Numerous laboratory experiments have 
been conducted on the dissected but living 
neural tissue, which demonstrate the large, po- 
tential phasic-variations in this phenomenon. 
But practically no theory of neurosis includes 
in its calculations as a primary causative factor 
the probable status of the conduction mechan- 
ism in man’s cortex. Do we have a scientific 
right to assume that it has no primary phase 
of relationship to the neurotic syndrome? Is 
there a more objective right to assume that 
through postnatal psychologic conditioning, 
through the acquired patterns, we make for 
greater inhibition in this innate and intrinsic 
conduction mechanism through _ speculative 
traumatic psychologic experiences, or, con- 
versely, for improved conduction through opti- 
mum psychologic conditioning? 

What is of greatest import, as I have at- 
tempted to convey in my previous publica- 
tions, is the study of neurosis at its source in 
the human body. The study of differentiating 
the mode of control or place of action of the 
psychologically conditioned, socially inhibiting, 


or inhibitory patterns—that is, the don’t’, 
the imbued fears, the noxious experiences— 
from the phases of activity of intrinsic or 
central inhibition as it stems from the innately 
established conduction mechanism. This analy- 
tic need cannot be set aside by the mere in- 
sistence that no big-named concept now in- 
cludes “conduction” as a premise in its logic, or 
by subtle and persuasive but inconclusive 
semantics. Instead the situation demands a 
clear understanding or as careful a separation 
as can judiciously be made of all the signifi- 
cant, organic and physiologic phases or vari- 
ables operating in the neural complex. 

Lloyd (2) of the Rockefeller Foundation for 
Medical Research recently supplied the follow- 
ing statement regarding central inhibition: 
Knowledge of the central inhibitory mechanism in 
contrast to conjecture, is so meager that for the most 
part it is only possible to consider seriatim some 
of the qualities of central inhibition with suitable 
examples. It cannot be said that there is a general 
theory of inhibition, the multiplicity and diversity 
of hypotheses, mostly discredited, forming a meas- 
ure of the obscurity which has surrounded the sub- 
ject. At the present time it does seem that more 
than one mechanism is concerned in the phenomena 
collectively known as central inhibition . . . Most 
of the views concerning the mechanisms of inhibi- 
tion can neither be accepted or rejected in the pres- 
ent state of knowledge. Few of the many experi- 
ments that concern inhibition have a bearing on the 
mechanisms involved; one can only wait for future 
endeavor to provide the basis for a better under- 
standing. 

The most prominent contemporary neuro- 
physiologist, Sherrington (4) says this of cen- 
tral inhibition: 

. . In our rough simile of the pool, the unconsci- 
ous of Freud would be itself of the surface of 
the pool, but a piece of surface which lay as it 
were by a charm restrained from entering activity, 
and therefore from participating in the general 
consciousness, a restraint which we might correlate 
with the inhibition which visits the nervous system 
far and wide... . 

It is scientifically permissible and necessary 
to diaw correlating inferences between careful 
clinical observations and primary neural mech- 
anisms even in this difficult psychiatric field 
with its extreme void of precise instruments. 
Since the neurophysiologist is quite removed 
from comprehensive clinical observation, such 
associations will probably have to stem from 
experienced investigators in the clinical area. 
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To this author a tentative hypothesis suggests 
itself, one which holds that the pathologic sub- 
strate of neurosis is immediately linked to the 
status of central inhibition in man’s psycho- 
neural cortex and, despite the unsubstantiated 
though persistent claims to the contrary, that 
this substrate has no causative correlation with 
postnatal psychologic conditioning. Ordinarily 
man’s brain is to a most remarkable degree 
quantitatively superior to that of subhuman or- 
ganisms. In view of this extraordinary, quan- 
titative bio-evolutionary change and in the light 
of clinical evidence it is reasonable to postulate 
that in addition a qualifying property also had 
been established in the form of an excessive 
degree of central inhibition. Further clinical 
supposition suggests that this phase of central 
inhibition is resolved through the vehicle of the 
rapport-linkage or transference situation by 
some attribute of energy (5) which is de- 
veloped and supplied by the nervous system of 
the object figure in the rapport. The thesis 
posed for this situation would compare with 
other phases of nature’s unfinished business in 
man, where postnatal syntheses are required 
before functional maturation is established or 
completed, such as myelinization of the solitary 
tract, the development of pubescence, and the 
conditioning of individualizing psychologic 
experiences. To this observer the clinical evid- 
ence suggests this hypothesis to be essentially 
plausible. The innately existent qualifying func- 
tional neural immaturity is represented, so to 
speak, by a quantitatively excessive amount of 
inhibiting phase in the intrinsic conduction 
mechanism, and manifests itself extrinsically 
in the numerous signs and symptoms of neuro- 
sis, often labeled clinically, even now, as 
evidence of functional immaturity. It is the 
‘natural’ incapacity of an emotionally immature 
parent to release or to free this excessive or 
“emotional” phase of central nervous system 
inhibition in his or her offspring that pre- 
disposes the child to neurotic behavior which 
displays itself in keeping with his constitutional 
structure and psychological experiences. In 
turn, the neurotic child becomes a parent and 
‘naturally’ continues the vicious sequence of 
emotion depriving in his society. 

The other dominant, primary neural char- 
acteristic, namely irritability, presumably cor- 
relates directly with the level of intrinsic in- 


hibition; the neuro-irritability or ‘‘frustration’’ 
threshold being lower or more readily breached, 
thereby creating symptoms of neurotic dysfunc- 
tion in the subjects clinically viewed as “in- 
hibited” or with the more excessive level of 
intrinsic inhibition. 

A relatively correct concept of mneurosis- 
causation would be of help not only in improv- 
ing currently empirical therapeutic techniques, 
but also would supply substantial premises for 
evaluating what is specific in the psychothera- 
peutic or emotion-maturing process. Since the 
group recognized as needing treatment is be- 
coming constantly larger, now more than ever 
there is a need to find a way for effectively 
catalyzing the therapeutic process. Evidence is 
accumulating to indicate that a “nonverbal” 
factor (7, 1 )is probably the specific underlying 
the synthesis effected by the “psychothera- 
peutic” situation. Man is seemingly both the 
victim or host of neurosis and also the host 
and vector (3) of the specific needed for com- 
pleting this phase of nature’s business. 


SUMMARY 


The author has here supplied in part his 
ideas relative to the probable cause and prob- 
able specific in the therapeutic approaches to 
the disturbed emotional component in man. 
The foregoing should illustrate how difficult 
and injudicious it would be to attempt to 
simplify the theme of neurosis. The need for 
expanding clinical facilities and for scientific 
psychiatric research is urgent. With reference 
to the importance of the matter, there is no 
exaggeration in the following remarks: ‘Yet 
the question surely touches the reading of 
man’s situation in his world” (4), and ‘Man 
badly needs it, not only for the immediate heal- 
ing of his psychosomatic scars, but for thc 
future of civilization” (8). 
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Tatham ere FACTORS IN ATROPINE 
TOXICITY THERAPY 


GORDON R. FORRER, M.D. 


A preliminary report on the use of . re- 
peated periods of atropine toxicity in the treat- 
ment of schizophrenia was published in 1950 
(1). Subsequent clinical investigation con- 
firmed our impression that the procedure could 
be therapeutically beneficial in mental illness 
(2, 3). Our previous reports on atropine toxi- 
city therapy have emphasized the physiologic 
and svatistical aspects to the neglect of the 
psychologic factors. 

As our work progressed, and we grew in 
comprehension, we became increasingly aware 
of psychodynamic factors whose significance 
required investigation and clarification. 

Although originally pharmacotoxic therapy 
with, atropine sulfate emphasized an organic 
mechanism of action, we felt that such vague 
formulations as ‘autonomic discharge” and 
“release phenomena” were essentially nonin- 
formative and not entirely adequate as expla- 
nations for its effectiveness. Further investiga- 
tions suggest that the mechanism of action is 
multiphasic, involving physiologic, biochemical, 
and particularly psychologic factors. 

Atropine toxicity therapy is a procedure for 
the treatment of the mentally ill in which 50 
to 75 times the customary dose of atropine 
sulfate is administered on repeated occasions. 
Thirty-two milligrams of atropine sulfate are 
injected intermuscularly two hours after break- 
fast. The patient is confined to bed during the 
acute period of toxicity, which lasts approxi- 
mately six hours. Pilocarpine eyedrops (1 per 
cent) are administered hourly to prevent pos- 
sible complication of glaucoma. More recently 
esserine (1 per cent) ophthalmic ointment has 
been substituted, being administered a single 
time just prior to injection of atropine. Tem- 
peratures are estimated hourly, and alcohol 
sponges administered in the event of undue 
febrile reactions. An induction period, mani- 
fested by confusion, restlessness, flushing, dry 


* From the Ypsilanti State Hospital, 
Mich. 
Drugs supplied by Parke Davis Company. 


Ypsilanti, 


mucous membranes, and tachycardia, is fol- 
lowed by a comatose period during whic) 
hyperactive reflexes and occasional bursts of 
muscular activity and restlessness are charac- 
teristic. The recovery period, beginning four 
to five hours after administration of the drug, 
is characterized by ataxia, and gradually cleai- 
ing confusion. Weight loss, during a course 
of therapy, is usual and due to drug-induce | 
anorexia. Weight is regained after cessation of 
treatment. 

Goldner (4) has described the physiologic 
alterations when scopolamine was used as the 
toxic agent. His findings are applicable to 
patients receiving atropine toxicity therapy, 
with the difference that with scopolamine feb- 
rile responses are less frequent. 

We consider here only the psychodynamic 
factors in therapy. During our investigations 80 
patients were asked the routine question, ““How 
do you feel about treatment?” Their manifest 
responses were recorded verbatim, but the 
latent significance was not investigated. Half 
of this number (40) improved with treatment, 
and half showed no improvement. We found 
that four-fifths of those patients who improved 
with atropine toxicity therapy gave manifest 
responses of appreciating treatment, feeling 
better, of being more relaxed, of recalling 
forgotten experiences, and, in general, were 
favorably inclined to the therapeutic _ pro- 
cedure. One-fifth of those who improved felt 
that treatment was a threat to life, was dis- 
agreeable, and were unfavorably impressed. In 
those 40 patients who did not improve with 
treatment, the ratios were reversed, with sub- 
stantially four-fifths expressing fears of castra- 
tion, death, injury, etc., and one-fifth cx- 
pressing feelings that they were improving 
and the therapy was helping them. These d«'a 
seem to confirm our clinical impression tht 
the manifest response to this type of thera vy 
is related to a significant degree to the obj 
tive therapeutic result, 

In addition, we carried out intensive int : 
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views with a number of patients with the 
thought in mind of determining more detailed 
information of their feelings about treatment. 
We record below excerpts from interviews 
with three patients with whom no planned 
p-ychotherapy had been attempted. They were 
sclected for this purpose because of their easy 
accessibility and not inconsiderable capacity for 
vi balization. A review of these data demon- 
strated factors which we felt to be of consid- 
erable significance. The first and most out- 
stinding observation was the establishment of 
tronsference-like relationships with others. Re- 
peatedly, the physician and ward personnel 
were likened to father, mother, and siblings. 
The second prominent element was a recogni- 
tion of recall and partial re-experiencing of 
childhood episodes, which were seen and ap- 
preciated with a new outlook and understand- 
ing. A third factor was an acute awareness 
and underlying appreciation for the interest 
and active efforts of the therapist and ward 
personnel. The fourth factor, often present, 
but not so frequently, was the concept of treat- 
ment as a mysterious, threatening, magical pro- 
cedure, administered by an ‘‘omnipotent’’ 
figure. 

The first factor, that of transference-like re- 
lationships, is dynamically the most important. 
It suggests the possibility of establishing a 
psychocherapeutically valuable emotional rela- 
tionship with the patient. The capacity for 
growth in reality testing and insight seemed 
indicated by frequent spontaneous statements 
such as “but you are not really my father.’ 
The specific content of recall of infantile ex- 
periences was seldom accessible, patients being 
prone to generalize that “now I remember what 
happened when Ithought I had forgotten, and 
it doesn’t seem so bad.” A greater persistence 
on our part might have elicited these. Concur- 
rent with this recall was a subjective feeling of 
telief of tension, possibly because associated 
guilt was relieved by the gratification of un- 
conscious self-punitive wishes through the dis- 
comfort of toxicity. 

The interest and attention of therapist and 
ward personnel seemed most influential in 
establishing emotional relationships which were 
therapeutic. The fact of treatment, adminis- 
tered by individuals “firm in their kindness” 
seemed to accelerate and perhaps even make 


necessary the formation of intensified interper- 
sonal relationships. We feel that atropine toxi- 
city therapy presents conscious as well as un- 
conscious threats to the ego, the shattered por- 
tions of which are marshalled under the impact 
of its dramatic physical effects. It is apparent 
that this initial gain in ego reintegration can 
be nurtured and furthered by psychotherapy. 

Therapeutic failures were probably attribut- 
able to at least two psychologic factors. The 
first was a weakness of ego organization, in- 
sufficiently intact to act as a mobilizing force 
in the re-establishment of the ego. Hebe- 
phrenics reacted to atropine toxicity therapy 
with apathy or mild physical complaint, and 
our therapy was unsuccessful with them. The 
second reason is undoubtedly related to the 
minimal quantity of psychotherapy available 
for these patients during our investigations. 
We feel confident that with intensive psycho- 
therapy successful results would have been 
more frequent. 


Case REPORTS 


Case 1—A 33 year old white female, paranoid 
schizophrenia; moderately improved. 

“. . . I feel like I am drunk. Why don’t you take 
one yourself? . . . I call it horror of horrors .. . 
I associated it with something else. one person 
especially . . . I-never had a delusion or hallucina- 
tion in my life until that treatment . . . It was a 
cork-tipped cigarette (toxic hallucination) . . . My 
mother used to smoke them . . . The treatment is 
to make me admit things I already know, who I 
like and who I dislike . . . You did this to make 
me face it because then I wouldn’t be crazy or in- 
sane... Dr. F. reminds me of my nephew. He is 
the only one I liked. I just liked him because he 
was blonde. The hair stands for sex . . . Mrs. DeM 
is‘just like my mother. I like her and I dislike her 
at the same time. I think she is kind . . . Every time 
I get treatment, I don’t know why, there is only 
one thing I think of—God, when I need strength 
. . . I think the attendants know what they are doing 
and that is more than I can say for my own mother 
and father . . . Dr. F., you are too overanxious to 
prove your theory for you don’t care how many we 
get . . . Dr. G. looked like a devil to me. I told 
him he thought he was the omnipotent will . . . He 
is something like my father . . . He didn’t know 
any better. I was afraid of him, but I am not now 
. . . A power over and above the doctor's decides 
about treatment . . . My brother—I don’t like him. 
Dr. G. reminded me of him in his looks, by the 
way he speaks; something I am getting against my 
will, unpleasant and against my will . . . I feel 
relieved when it is night time and I know I have 
had the treatment . . . My brother wanted sex re- 
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lations with me when I was nine. It was on his 
bed, but it goes beyond that. There was a German 
boy across the street. Dr. F. reminds me of him... 
It’s making a difference; I see people as they really 
are and don’t associate them with my stinking family. 
I either face it or else . . . I don’t know how to 
face it .. . I am not afraid of anyone but myself— 
my thoughts—thoughts I have had all my life . 
This stuff we have been talking about—sex—I just 
didn’t like the choices I had in life .. .” 


Case 2.—A 38 year old white female, paranoid 
schizophrenia, marked temporary improvement. 

“. . . J call it the drug of mercy. The effect is 
just like a person who is always starved for water 
and always confused by the starvation, always look- 
ing around for that drop of water . . . It is my own 
personal opinion, by talking to other patients too, 
regardless of how confused they are it just relaxes 
you. You can be going in a circle, and it is just like 
solving your problems. It does because the things 
that bothered you before you look upon them as 
silly . . . You realize you were sick and from then on 
all things that bothered you you don’t pay attention 
to. It is a merciful feeling . . . It does something 
to you and takes something away from you. It takes 
your problems away .. . When I first got sick I felt 
if I could sleep for a week or just have something 
like this hit me, I knew I would be all right... 
When I had the first treatment I knew it would 
help me. I no longer felt tired. I was like a screw 
being rusty from lack of oil. When I get that treat- 
ment it: feels like the circulation wakes up the tired 
nerves . . . This hospital, the personnel, not the 
family, and the doctor but the people, the kindness 
of the attendants, they give this secure feeling . . . 
Dr. G., he is patient and helpful and kind to the 
patients. There is that general kindness as though 
he was wondering how they are coming out... I 
think you are tops. You are interested in their 
reactions and how they are getting along. You have 
always encouraged me. Mrs. DeM. is very nice. I 
have been here long enough to know they are in- 
terested if patients co-operate. I get along with all 
of them except that one attendant, H. W. . . . She 
frightened me . . . She used to wake me up at dif- 
ferent times of the night and talk to me about my 
case, and that staring expression in her eyes. At 
other times she would try to feed me rich food at 
night. She took me out to her home . . . It was a 
horrible strain, and that staring look in her eyes. I 
didn't know what it was. She would be standing 
there, just staring. I would look up and see her. It 
really threw me. I don’t think it was sex ... I 
have an abnormal fear of eyes. When I go under, 
I stare at the white wall. I saw faces—mother, 
father and daughter . . . At first you feel relaxed, 
slowly al! of a sudden it is like a stream of water 
going through you. Seems your circulation doesn’t 
go right, then flushes right through you. I remem- 
ber trying to pick the bugs off. I wanted to laugh. 
They probably thought I thought they were real . . . 
It helps me, it gives me strength. I am alert. It 
makes me feel human . . . If you have the right 


drug that helps you, your prospectus of personne! 
changes . . . by God, was I ever sick. I can’t believe 
that I thought the food was being doped .. .” 

Case 3.—28 year old colored male, ° paranoid! 
schizophrenia; marked improvement. 

“. . . Before I got the first treatment I was afraid. 
I was afraid I was being treated because I neede: 
it . . . I remember they had a sheet around my 
chest and I really fell out of bed . . . On the third 
treatment I saw a woman who was a mulatto, stanc- 
ing in the air. She reminds me of my mother, not 
my real mother but my nurse when I was a kid. It 
seemed like she was trying to help me. She was 
trying to sing like they do in church . . . The vision 
faded out and I knew then that it was not in my 
imagination but that she had really come back. I 
talked to the other patients. They laughed and said 
they had seen things too. I didn’t believe them, and 
I asked Mr. M. He told me there had been no 
woman looking like my vision during treatment . . . 
I knew then that it was in my imagination and that 
the things I used to see were also in my imagination 
. . . The treatment put me in another world. Things 
were real easy and very nice. I felt at ease, and no 
longer worried . . . I knew that the voices were 
imaginary. Before that I though they had come 
through the air, that somebody kept talking to me, 
but after those treatments—and they were rough—I 
knew they were in me and due to my being sick . 
People were trying to care for me and help me; you 
especially, Dr. F. You have done the greatest thing 
in the world for me . . . I don’t hear voices any 
more. I know where I stand now. I am back to the 
way I was . . . I relived a lot of things. I remember 
a lot of bad things, crazy things that I did. . . 
They aren’t so crazy any more—the thoughts, | 
mean . . . It made me remember things I thought 
and did in the past and realized how crazy they 
were. It brought me back to myself. If I get sick 
again I would want them. They were a wonderful 
things. Did you discover them all by yourself? . . .” 


We have recorded here the manifest re- 
sponses to atropine toxicity therapy in patients 
who were receiving it or had recently com- 
pleted a course. It may be of interest to make 
a statement of our clinical impression of the 
significance of therapy, gained from study more 
thorough than the verbatim material would 
indicate. In general, we found that treatment 
was looked on with varying degrees of appre- 
hension, that its administration was tolerated 
as inevitable submission to circumstance, that 
it was accepted largely because other patients 
were also receiving it, and that for the most 
part patients recognized that it was being 
given in an effort to help them. The additional 
care and interest on the part of physician, 
nurses, and attendants was valuable and, in- 
deed, may have been the most significant fac'or 
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in those who improved under the therapeutic 
regime. In view of the marked physiologic 
reaction to the administration of toxic amounts 
of atropine sulfate, the procedure might be 
regarded as a nonspecific variant of nonconvul- 
sant coma therapy. The fact that only half of 
all patients so treated showed improvement 
argues against a physiologic mechanism being 
solely responsible, and our psychiatric investi- 
gations indicate the significance of psychologic 
factors. 

Lipschutz et al. (5) concluded from their 
study of insulin therapy that coma was found 
to be essential for the production of improve- 
ment, its effectiveness being increased when 
combined with intensive resocialization activi- 
ties. This has been the experience of many 
others who have interested themselves in the 
reason for therapeutic response with various 
types of mechanical, chemical, or electrical 
therapy. Pharmacotoxic therapy with atropine 
sulfate is considerably easier to administer 
than insulin, has proved safe in our hands, 
and possibly has a place in the therapeutic 
armamentarium. Psychotherapy and concurrent 
resocialization activities will undoubtedly in- 
crease its effectiveness. 


CONCLUSIONS 


Clinical investigations with atropine toxicity 
therapy indicate that psychologic factors are of 
great significance. These are (1) establish- 
ment of transference-like relationships with 
personnel; (2) recall of infantile experiences; 
(3) patient’s awareness of the therapist's in- 
terest and active efforts to help, and (4) con- 
cept of therapy as a magical procedure. Atro- 
pine toxicity therapy may prove to be a valu- 
able adjunct to psychotherapeutic procedures in 
mental illness. 
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THE USE OF A STABLE SODIUM AMYTAL SOLUTION 
IN A GENERAL PSYCHIATRIC HOSPITAL* 


EDGAR D. CONGDON, M.D. 
AND 


SIDNEY MERLIS, M.D. 


Sodium amytal has established for itself a 
prominent place among the pharmaceuticals 
used in psychiatry. Many of its indications are 
well known and new ones are continually being 
added. As effective as this drug has become 
in the hands of a skilled psychiatrist, a problem 
which has prevented him from getting the ut- 
most efficiency from this drug has been its 
great instability in aqueous solution. On a 
busy psychiatric service the stable amytal solu- 
tion which requires only to be drawn from a 
vial has definite advantages. The use of pow- 
dered crystalline sodium amytal, which must 
be dissolved immediately before use, leads in 
many instances to both waste and error in 
dosage. This preparation must be used a vial 
at a time so that whenever small doses are 
needed as for amytal interview, the waste of 
the drug is not inconsiderable. Much amytal 
is also wasted when it cannot be immediately 
used, and therefore, must be discarded. This is 
because of its uncertain potency after stand- 
ing more than a few minutes. 

For the past 15 months we have been using 
solution amytal sodium, (Amobarbital Sodium, 
supplied through the courtesy of the Eli Lilly 
Research Laboratories.) This is a preparation 
of 50 mg. of the barbiturate per cubic centi- 
meter dissolved in polyethylene glycol 200, 60 
per cent and sterile water. As a preservative, 
this solution contains also 0.25 per cent phenol. 
The stability of this solution has been found 
to be complete for periods up to 18 months 
at room temperature. It may be kept almost 
indefinitely when stored in a refrigerator. The 
solution is supplied in 30 cc.-sized ampules and 
can be injected either by intravenous or intra- 
muscular route. This solution is colorless and 
flows freely even through a fine needle. 

Investigation has shown that there is no alter- 
ation of the sedative and hypnotic properties 
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or rates of absorption of the sodium amytal in 
this vehicle. The only difference observed be- 
tween a freshly reconstituted aqueous solution 
and the preparation in polyethylene glycol is 
that the latter preparation is less irritating to 
the muscle tissue. 


RESULTS 


In a series of more than 120 unselected 
random patients receiving a total of over 350 
injections, we have used this preparation in the 
place of usual aqueous solution with the follow- 
ing observations: 

1. In cases of excitement, the solution was 
used repeatedly by the intramuscular route. We 
have found that the gluteal muscle was most 
satisfactory and that the material when injected 
caused no local irritation. In no case was more 
than 0.5 Gm. of the barbiturate (10 cc.) neces- 
sary for the desired sedative effect. No un- 
toward reactions were noted. 

2. In amytal interviews, the solution was 
given intravenously in the- antecubital vein as 
rapidly as 1 cc. per second. We found the 
effects of this solution to be the same as with 
the standard preparation. In repeated use of 
doses running as high as 1 Gm. (20 cc.) there 
was no evidence of local irritation and no un- 
toward or unusual effect. In the amytal inter- 
view situation the flexibility provided by the 
30 cc. vial from which additional amounts 
could be withdrawn as indicated was a striking 
improvement over the old method requiring 
special assistance and interference with the 
procedure. An additional benefit was the fat 
that the solution could be injected very slow!y 
for prolonged periods without diminution of 
its potency. 

3. As a_ preliminary to electroencephal:- 
graphic, spinal, and other diagnostic proce '- 
ures, patients were given intravenous injectio.'s 
of this solution to make them more co-oper.- 
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tive and to decrease their restlessness and anx- 
iety. Approximately 0.25 Gm. (5 cc.) of the 
solution was given intravenously and the pa- 
tients uniformly reacted well. The examina- 
tions were accomplished satisfactorily and no 
untoward reactions resulted. The smooth sim- 
plicity of administering this stable solution 
in the encephalographic laboratory resulted in 
a quicker, more satisfactory examination. 

The 50 mg. per cubic centimeter solution, 
while satisfactory for intravenous use, was 
somewhat awkward in intramuscular use be- 
cause this required a rather large injection of 
from 5 to 10 cc. in many cases. By splitting 
the 10 cc. injection into two depots, absorption 


was rapid and there was no objection by the 
patient. A newer, more concentrated prepara- 
tion is currently available and should offer 
even greater efficiency in administering larger 
doses of the barbiturate. 


SUMMARY 


A stable solution of sodium amytal in poly- 
ethylene glycol 200 which is efficient, effective 
and economical, has been described. Large 
doses have been used both intramuscularly and 
intravenously without any untoward reaction. 
This new vehicle produced no change in the 
sedative and hypnotic properties of the sodium 
amytal. 
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INTRODUCTION 


The description and analysis of a paradoxical 
clinical syndrome, briefly called the abstention 
syndrome, requires reflection on its limitations. 
We are familiar with the purely laboratory ap- 
proach to a medical problem: useful solutions 
are obtained through scientific experimentation 
in a laboratory set-up. By isolating parts of the 
problem through use of the test tube, particular 
casual relations and measurable facts are ob- 
tained. These can be put to use in handling 
clinical phenomena, Experiment and the induc- 
tive process are the tools of such investigations. 

However, medicine has its own clinical 
method, making use of everyday life occur- 
rences as one huge historical experiment. This 
method comprises a vast view, embracing lines 
of behavior and historical clinical data which 
are more general and not always subject to 
exactly measurable quantities or results. For a 
scientific study of pathologic behavior, the in- 
ductive laboratory method must be used in con- 
junction with the broader deductive method 
and their findings integrated. During recent 
years much emphasis has been placed on purely 
casual, inductive methods of investigation. But 
I want to call attention once more to the clini- 
cal descriptive method which finds a different 
kind of relationship between facts. Attention is 
directed much more toward general behavioral 
questions, toward disturbed equilibrium, toward 
the implications of habit formation. Perhaps 
we can throw new light on certain biologic 
defense mechanisms and discover their psycho- 
somatic roots. The answers we seek can be 
found only if we survey clinical data from 
this new angle. We find in the case of the ab- 
stention syndrome a common denominator— 
clinical pathology caused by sudden change in 
external circumstances: change of diet, with- 


drawal of drugs, change in medication, acute 
deprivation, and other easily observable dys- 
regulations. We hope that this study also proves 
to be a contribution to the understanding of 
experimental neuroses (psychoses) in which 
not the test tube but life itself is the great 
laboratory. 

Since I first called attention to this clinical 
experiment in adaptive behavior (in 1934) 
Selye has approached the problem from a 
physiologic side, thanks to the new findings 
in endocrinology. He too speaks of rules of 
general adaptive behavior which illuminate 
better our clinical understanding of specific 
cases. 


Every traumatic conditioning of the living 
organism, in so far as it does not endanger the 
organism too much, leads to a new equilibrium 
(also called adjustment) between the chronic 
traumatic condition and the organic defense. 
This is true in cases of chronic addiction to 
drugs, in changed food habits, and in continual 
medication in chronic cases. Disappearance of 
the chronic condition, withdrawal of a drug 
or change in medication for a chronic ail- 
ment—these also alter this equilibrium. The 
disturbance of the initial adjustment or of the 
so-called ‘‘toxic symbiosis” (Forel) is not al- 
ways without danger. There are many clinical 
examples which show that a rapid change in 
food habits, or an acute cessation of intoxica- 
tion (acute disintoxication), or a change ol 
raedication may evoke new symptoms which 
threaten the organism. When a drug addict 
abruptly breaks off the use of the drug, th: 
natural consequence is a disturbance of a phar- 
macologic equilibrium of the organism. Ab- 
stention reactions follow. 

The study of these abstention or deprivation 
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symptoms has a twofold importance. In the 
first place, it guides us in our clinical treat- 
ment of special psychosomatic disease, such as 
addiction, starvation, obesity, etc. In the second 
place, it increases our clinical knowledge of 
habit-formation, conditioning, adaptation, and 
adjustment. 

The more modern medicine makes use of 
all kinds of medication for chronic cases, the 
more patients may be exposed to acute absten- 
tion or deprivation with all the consequent 
implications. Sometimes, because of war con- 
ditions, there may be no insulin or cortisone; 
al another time, because of intercurrent dis- 
ease, the gastrointestinal tract does not absorb 
the medicament as, for instance, in patients 
with parkinsonism. These sufferers are accus- 
tomed to receiving large doses of atropine. At 
another time, an addict may find himself in 
drastic circumstances (e.g., imprisonment of a 
morphinist), or, in a case of obesity or of 
surgical emergency, the patient may be com- 
pelled to make a quick change in food habits. 

In all of these instances psychosomatic dis- 
turbances may occur, and may be partially ex- 
plained through change in somatic adjustment, 
partially as a reaction to change in mental 
habits. Even in cases of rather acute intoxica- 
tion a quick change may bring about the same 
results. In general narcosis we follow the use- 
ful procedure of a gradually increasing cerebral 
intoxication by the narcotic. Then for hours— 
during the operation—an equilibrium is main- 
tained between brain action and narcotic opti- 
mum. After the operation we stop narcosis 
suddenly: a rapid disintoxication takes place 
with diminished content of narcotic in blood 
and certain cerebral areas. This may lead, in a 
predisposed, sensitive organism, to complica- 
tions such as an epileptic fit, shock, or even 
sudden death. The moment of regaining con- 
sciousness seems to be especially dangerous with 
its returning anxiety and the consequences for 
the heart. After prolonged narcosis with bar- 
bituric acids I have observed such symptoms 
ever more clearly. 

Before describing such abstention symptoms 
some theoretical reflections should be presented. 
Let us take, for example, the chloroform or 
ether inhalation in its normal use for narcosis. 
It is seemingly an easily reversible process of 
intoxication. We observe in the patient gradu- 


ally growing symptoms from light to deep 
narcosis depending on the degree of .intoxica- 
tion. If we cease the administration, the same 
symptoms are experienced in reversed order 
except that after prolonged narcosis different 
phenomena appear. Why has the withdrawal 
different results in acute and chronic intoxi- 
cation? 

1. After chronic intoxication and sudden 
cessation ‘‘the road back’’ to a new adjustment 
takes normally a much shorter time; the time 
factor plays a role in the process of adjust- 
ment and readjustment. 

2. During chronic intoxication a physiologic 
adjustment combined with a different adapta- 
tion mechanism takes place, which does not 
disappear immediately after withdrawal. 

3. Chronic intoxication often results in a 
pathologic metabolism, not disappearing 
through abstention and often more noticeable 
during the abstention period. The absence of 
intoxication makes the alterations of metabo- 
lism more manifest. 

4. Chronic action of a drug may gradually 
change its principal site of action, as we ex- 
perience with several sedatives; cortical action 
changes into diencephalic action. 

5. Chronic intoxication may cause incurable 
injuries. 

6. Chronic intoxication makes the sufferer 
more vulnerable to other exogenous noxious 
substances. The chronically intoxicated indi- 
vidual reacts in a less stable way and archaic 
forms of psychosomatic reactions appear more 
readily. 

7. There may be failure of the vegetative- 
endocrine adaptation system (Selye). 

8. Chronic intoxication prevents metabolism 
of valuable food constituents (as for instance 
vitamins in chronic alcoholism). 

9. Mental complications may be present. 

10. Constitutional factors and the premor- 
bid personality also determine certain of the 
symptoms. 

What theoretical conception do we find in 
the literature about the abstention syndrome? 
Muralt thinks that abstention frees toxic meta- 
bolic products, since the original poison no 
longer restricts them in their action. Marine 
accepts oxydi-morphone as such a product dur- 
ing morphium abstention. Pohlish supposes that 
some toxins are split into different products, 
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which are then excreted at different rates. It 
is a known fact that in case of barbital intoxi- 
cation certain components remain for a longer 
time in the organism than others. 

In man the anatomic changes resulting from 
barbituric acid intoxication may be found chiefly 
at the bases of the third and fourth ventricles 
and in the medulla oblongata. This coincides 
with experimental findings in animals, where 
silver-tied barbitals could be found mostly at 
the same locations. 

It is more generally accepted that as a result 
of chronic intoxication, particularly when in- 
duced by those substances which cause a man 
to become an addict, a change takes place in 
the vegetative-endocrine system, the organ of 
adjustinent and adaptation. A break in that less 
stable pathologic equilibrium would establish 
the abstention symptoms (Wuth, David, Meg- 
gendorfer, Selye). The resulting clinical symp- 
toms consequently correspond closely to the 
anatomic changes which may be found in the 
central nervous system after chronic intoxica- 
tions. 

Sakel compares abstention in morphine ad- 
dicts with hyperthyroidism. The drug displaces 
the hormone in its action on the nerve fibers. 
Through sudden abstention and the resulting 
shortage of toxin too much hormone is bound 
and too much antihormone is freed. 

So we arrive at different theoretical concep- 
tions about the often unexpected and paradoxi- 
cal reactions during the period of abstention. 
We may distinguish chemical, hormonal, ana- 
tomic localizing, and psychomatic explanations. 
The clinical facts however, have not yet been 
studied enough to verify at this moment all 
these theories—all the more reason for indus- 
triously collecting more clinical data. 

It is important to keep in mind that such 
an often unexpected withdrawal syndrome 
exists leading us to all kinds of clinical im- 
plications. Although these abstention symp- 
toms are not specific for any one drug, but 
apply to all in general, the incubation period 
is rather specific. For instance, the abstention 
delirium in alcoholism may be experienced on 
the third day; in morphine addiction the fourth 
or fifth day is dangerous; with the barbitals 
we observe alarming symptoms the seventh 
or eighth day after withdrawal (delirium, epi- 
leptic fits); after saturnism (lead intoxication) 


delirium and an epileptic fit have followed two 
months following withdrawal (Kehrer). 

The clinical symptoms of abstention become 
a guide to the knowledge of adjustment and 
adaptation of the psychosomatic organism. Be- 
fore analyzing these facts we have to look at 
some clinical examples. 


CLINICAL EXAMPLES 


Insulin. Though insulin is not an ideal ex- 
ample of a method of medication with a 
clearly definable abstention syndrome, still it 
illustrates best the risks of guiding patients on 
high medical stilts. Too much insulin causes 
hypoglycemic reactions, sudden abstinence o1 
withdrawal may cause diabetic coma. Sometime: 
this may occur on the basis of deterioratior 
of the medicament or a sudden change it 
metabolism in the patient. It is known thai 
accidents or intercurrent infections change th 
tolerance for insulin. 

Insulin is used with success in the treat 
ment of abstention symptoms (delirium tre 
mens, morphinism); acidosis often is a con- 
comitant symptom of abstention. The hypo- 
glycemic reaction itself with its symptoms of 
fears, general unrest, and convulsions, may be 
compared with the general abstention symptoms 
in addiction, The subtle equilibrium when 
disturbed in either direction (hypo-and hyper- 
glycemia) may produce the same kind of 
mental symptoms. 

Ouring insulin shock treatment of psycho- 
sis the patient experiences in an experimental 
manner the approach of “shock” after the 
blood sugar is gradually decreasing. He be- 
gins to perspire, archaic reflexes are apparent, 
the brain cortex becomes more and more ex- 
cluded in the general pattern of reactions; in 
the end, the patient loses consciousness. This 
artificially evoked regression seems to have a 
favorable influence on some psychotic reactions 

Atropine. In the treatment of parkinsonism, 
especially the post-encephalic form, therapists 
have gathered new facts about the changing 
action of and tolerance to this drug. If one in- 
creases the dose carefully one can give 
much as 60 mg. of atropine sulfate daily with- 
out observing disturbing symptoms and with « 
good therapeutic influence on the patient s 
rigidity, speech, and gait. However, in givi' 
such high doses of atropine there are alwa’s 
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two dangers: (a) of increasing symptoms of 
intoxication through sudden intolerance, and 
ib) of sudden abstention symptoms, as has 
heen my experience with several patients. Some- 
mes, because of the concomitant presence of 
‘ryness of the mouth and lack of appetite, 
cute gastrointestinal disturbances may arise 
ith vomiting, and from that moment the 
sual peroral medication of atropine has to be 
stopped. As a result, the patient suffers, in 
addition to the original affliction, from an 
acute abstention syndrome: vomiting, dizziness, 
profuse perspiration, and acute  salivation 
(Flinker). In one of my patients continual 
singultus of three days’ duration resulted. 
Flinker believes that swift death may be the 
result. In giving the patient such high doses 
of a toxin one even has to take into account 
the regular timing of the medication. Because 
the abstention symptoms may appear so soon, 
one has to administer the medication inter- 
mittently, that is, every six hours over a period 
of 24 hours. The difficulty of this therapy with 
large doses of atropine is the uncertain change 
in absorption and tolerance of the drug be- 
cause sO many intercurrent gastrointestinal dis- 
turbances occur. The modern therapy of parkin- 
sonism aims to prevent this by selecting homa- 
tropin, or novatropin, which are effective in 
smaller doses and have fewer gastrointestinal 
consequences. 

Alcohol. Acute alcohol intoxication (like 
ether narcosis) is well known for its demor- 
alizing after-effect. This negative phase may 
last a long time in oversensitive people with a 
low tolerance for alcohol (Meerloo). Tremors, 
profuse sweating, paraesthesias, and alimentary 
glycosuria may occur. 

Better known are the more pronounced ab- 
stention symptoms in chronic alcoholism, 
drawing the addict into a vicious circle of ab- 
stention and drinking again. The prominent 
symptoms are fear, prostration, collapse. There 
are individual differences but we may interpret 
the different abstention symptoms as a slight 
form of delirium tremens. It is possible to ar- 
tange the different clinical pictures of alcohol 
abstention from a light to a heavy delirium 
(Jislin). Tremor, profuse sweating, and anom- 
alies in mood are general. Then we often en- 
counter atonia, low blood pressure, disturbance 
of co-ordination, speech, and hormonal action. 


In more severe cases we see paralysis of eye 
muscles, ptosis, and nystagmus. In still deeper 
intoxication the typical hallucinosis, delirium, 
and epileptic convulsions are evident. Here 
too, it is difficult to separate intoxication from 
disintoxication, because chronic alcohol intoxi- 
cation alse causes intercurrent metabolic dis- 
turbances (hepatitis, gastritis) influencing the 
intake, absorption and distribution of the drug 
(see Artificial Ecstasy). 

In alcohol abstention especially we observe 
the subtle psychosomatic relationship between 
a desire for escape from stress and anxiety and 
the return in redoubled strength of what was 
escaped from after withdrawal. Some patients 
use their temporary phases of “going on the 
wagon” as a kind of punishment for their un- 
conscious acting out of alternating passivity 
and aggression during their drinking bouts. 
Their physical and mental distress in abstention 
has gone of far that only alcohol is able to 
cure them and at the same time justify their 
unconscious orgies. 

Only repeated awareness of this self-pun- 
ishment-justification mechanism could help 
them to fully accept the “drying up.” Psycho- 
therapy is here indeed a corrective re-experience 
of early metabolic conditioning. 

We still find differences in authoritative 
Opinion as to whether one may consider de- 
lirium tremens as a possible result of sudden 
abstention. The author believes this is a pos- 
ibility, especially if one take into account the 
latent pathologic metabolism that suddenly 
makes its appearance. Bonhoeffer observed sev- 
eral cases of delirium tremens breaking out 
after forced abstention in prison. The cases I 
observed also broke out after forced surgical 
hospitalization and consequent withdrawal of 
alcohol. Wigert observed a sudden increase in 
the number of delirium cases during an acute 
prohibition period when a general strike was 
in progress in Stockholm. The same thing was 
seen during forced prohibition in Germany. In 
the hospital acute delirium often breaks out 
two or three days after the addict has been 
brought in for an acute case of anxiety. The 
fourth night is critical for the breaking out of 
the delirium syndrome. 

Experimentally, clearer examples are present- 
ed by some of my cases of alcohol addiction in 
psychoanalytic treatment. These cases submit- 
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ted themselves repeatedly to acute abstention 
and after a couple of days suffered feelings of 
persecution, hallucinations, and intense confu- 
sion, vascular lability, and weakness, terminat- 
ing in collapse. Chills and tremors were often 
the most feared symptoms. Suicide may easily 
occur in such a situation or falling back into 
addiction, Happily enough, modern treatment 
of addicts is able to help the patient to over- 
come these exhausting abstention symptoms 
by the application of insulin, cocaine, and 
cortisone. Neyertheless, in some cases, even 
after extended psychotherapy, we have to 
struggle continually with returning infantile 
symptoms of deprivation (asthma, eczema, de- 
pressions). 

Paraldehyde: Sulfonal; Chloralhydrate. In 
this group of sedatives with conspicuous cor- 
tical cerebral effects, which may be compared 
to the action of alcohol, abstention symptoms 
in addicts are repeatedly observed. In these 
cases one notes the appearance of typical ab- 
stention symptoms in a much clearer way, while 
in alcoholism they are still subject to discus- 
sion. A sudden abstention psychosis is the 
commen rule here as I observed in paralde- 
hydism and chloralhydrate addiction. The 
fourth day for the most part, after with- 
drawal of the drug, the patient becomes more 
fearful, and a full state of delirium develops, 
closely resembling a classic case of delirium 
tremens. Four days later the patient is all 
right again. At the end of the psychotic phase 
we may observe epileptic seizures, Even more 
matked than in alcohol abstention are peculiar 
disturbances of vegetative innervation, bladder 
cramps, intestinal contractions, tetanic spasms 
of the calves, abundant salivation, paresis of 
accommodation, yawning, sneezing. Neuralgi- 
form pains and hallucinations may be found 
for short periods. 

Barbituric Acid Compounds. Barbital addic- 
tion grows more and more common, especially 
in times of moral depression. Sleep and obli- 
vion become the substitutes for what reality 
does not provide. An especial danger here is 
death and suicide, not only on the basis of 
genuine melancholia resulting from addiction, 
but even more as a result of sudden change 
in tolerance to the drug; the chronic addict 
suddenly goes into a coma. Especially anoxia, 
as a result, for instance, of intercurrent res- 


piratory disease, decreases the tolerance for 
barbiturates (Meyler). 

The symptoms during barbital abstention ar: 
better known to clinicians because they car 
be observed experimentally after prolonged 
treatment with barbiturates, for example, it 
prolonged sleep therapy in psychoses. As < 
result of such an experimental abstention th 
following symptom may be seen (Meerloo): 

1.Sudden change in previous psychotic 

symptoms, with improvement or exacer- 
bation of symptoms. 

2. Epileptic seizures, mostly on the seventi 

or eighth day (10 per cent of cases). 

3. Change in moods; insomnia. 

4. Sudden fever or too low temperature. 

5. Special psychopathologic phenomena, suci 

as short-lasting psychoses, hallucinations, 
delusions, delirium. 


These symptoms can be observed with the 
same clarity during the abstention period in 
barbiturate addicts. The fifth or sixth day after 
withdrawal acute psychotic phases of short 
duration may develop. Some patients are de- 
lirious, and have hallucinations and epileptic 
seizures. Some addicts have died in an epi- 
leptic state during their abstention (Muralt, 
Hewitt). Other symptoms are of interest be- 
cause of their relation to the diencephalic 
action of barbiturates: parkinsonism, peduncu- 
lar hallucinosis, amentia, tachycardia, patho- 
logic reflexes, ‘ 

Morphinism. The cure for morphinism 
(also addiction to heroin and other opium de- 
rivatives) is, in the first place, determined by 
the difficult treatment of the abstention phase. 
Later on extensive psychotherapy has to be 
undertaken. There is danger of collapse, vaso- 
vility, fear and anxiety, disgust for food, fever, 
painful muscular contractions, seizures, neural- 
gic pains, and so forth. A typical abstention 
delirium is often observed on the third or 
fourth day, sometimes accompanied by colorful 
hallucinations. Often this phase resembles a 
temporary schizophrenic psychosis with delu- 
sions of persecution, manic exaltations, and 
visual hallucinations. Epileptic seizures in mor- 
phine abstention are hardly ever observed. 

Cocainism. Cocaine addiction is more compli- 
cated for here we often observe, during the 
chronic intoxication, several psychotic symp- 
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toms which cannot be differentiated from ab- 
stention symptoms. Frequently an acute cocaine 
intoxication causes a pathologic hangover, with 
suicidal tendencies, anxiety, and mental confu- 
sion. Much depends on the way it is taken 
(eaten, sniffed, injected). Sometimes the co- 
caine euphoria is combined with the peculiar 
hallucinations so well known in delirium tre- 
mens. The cocaine addict does not suffer so 
greatly physically on withdrawal of the drug, 
but the mental craving for his earlier phase of 
euphoria and ecstasy is much greater. However, 
the danger of suicide is increased by the pe- 
culiar mental cravings symbolized by the ad- 
diction. Sudden death has occurred when co- 
caine addicts were imprisoned and subjected 
to enforced abstention. 

Caffein; Nicotine. Even after habitual use 
of mild stimulants, such as caffein or nicotine, 
the users show abstention symptoms and hang- 
overs when they want to stop their habit. Part 
of the trouble is related to the deeper mental 
satisfaction involved. However, the same kind 
of short-lasting abstention symptoms, as seen 
where other drugs are concerned, can be ob- 
served. In smokers one observes depressive 
moods, anxiety, palpitations, diarrhea. I men- 
tion this because here we find more and more 
frequently that the chronic habits satisfied 
some unconscious needs, and the abstention 
provokes anxiety and feelings of deprivation. 
Especially during the last war we could ob- 
serve how—in famine-stricken Europe—cigar- 
ettes and coffee were craved more than food. 

Stransky describes a woman who was so ad- 
dicted to coffee that she used raw coffee 
beans for years in addition to using it as a 
beverage. She was brought to the hospital for 
diarrhea and tachycardia. Here she went 
through an abstention phase with anxiety, 
apathy, and sleepiness as prominent symp- 
toms. 

Antineuralgics. Since we live in the “aspirin 
age” all kinds of anti-neuralgics and anal- 
gesics are swallowed like daily bread by all 
types of hypochondriacs. We usually do not 
encounter pathologic symptoms after sudden 
cessation of the need for such magic tablets. 
However, in some cases a sudden outbreak of 
increased neuralgic pains may occur for a few 
days. In clinical observation following with- 
drawal one often sees a reactive fever with- 


out unfavorable consequences. This is easily 
explained by the antipyretic action of most of 
these medicants, My own experience is that in 
patients with unstable temperature control— 
for instance in those with tuberculosis—this 
abstention fever can be observed more often 
and may be interpreted falsely by those not 
acquainted with this pharmacologic involve- 
ment. After a few days the temperature is 
back at its usual level. 

The same apparent diagnostic failure may 
be made after cessation of quinine therapy 
in malaria. 

Amphetamine. In 1937 I encountered cases 
of benzedrine addiction among students, in one 
instance with psychotic symptoms. Here, too, 
rebound symptoms occurred and in one case 
convulsions followed withdrawal. 

Infectious Toxins. In infectious diseases one 
often observes that delirious phenomena occur 
after the crisis; psychiatry, in such cases, speaks 
of collapse delirium. Many of these aberrations 
may be interpreted as disintoxication delirium. 
In classical pneumonia, which in former days 
went untreated, this could be observed in one 
third of the cases. In plague one sees halluci- 
natory confusion manifested a few days after 
the crisis. 

Corticotropine. In recent years, since we 
have added corticotropine and related steroids 
to our therapeutic arsenal, symptoms of adjust- 
ment and deprivation have to be viewed in 
another light. That is because cortisone itself 
belongs to the system of adaptors to stress 
(Selye). In this particular form of therapy 
symptoms of rebound effect after withdrawal 
may be observed. Rheumatic fever may recur 
within a week after corticotropine is with- 
drawn, Both overdoses and withdrawal may 
endanger the physiologic management of the 
organism (Ragan). The original disease may 
even return in a more virulent form after 
withdrawal. In the therapy one has to navigate 
between Scylla and Charybdis and reckon with 
various forms of mental disintegration (Rome 
and Braceland). 

Important for our study is a further knowl- 
edge of how the pituitary and the adrenal 
cortex take part in the process of adjustment, 
addiction, abstention, and readjustment. In the 
case of indiscriminate administration of cor- 
tical hormones, an irreversible shock may de- 
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velop as a result of iatrogenic adrenal insuf- 
ficiency (J.A.M.A.; Editorial, Nov. 22, 1952). 

Starvation. Ina publication on oral depriva- 
tion I was able to describe (with L. Klauber) a 
comparable group of symptoms seen in both 
nutritional and surgical starvation. The sudden 
change (or withdrawal) of food and oral 
satisfaction may provoke new symptoms such 
as depression, paroxysms, forgetfulness, inver- 
sion of sex, apathy, catalepsy, general regres- 
sion, and delirium. Starvation symptoms were 
seen not only during actual famine, but also in 
cases of surgical starvation or when drastic 
slenderizing diets were undertaken. Since in 
special forms of therapy drastic changes in 
diet are necessitated, this mental aftermath 
is more often seen. In recent years, I have 
observed 3 cases of agitated depression after 
an enforced rice diet for hypertension. In one 
of these cases the cure was worse than the 
disease. The reactive psychosis and agitation 
killed the patient. 


ANALYSIS OF THE PROCESS OF ADAPTATION, 
ABSTENTION, AND REBOUND 


The state of abstention occurs in response to 
various changes in body-conditioning and its 
degree and form are determined by the char- 
acter of these negative stimuli. The body ac- 
cepts stimulus-bound conditioning more readily 
under certain circumstances, depending to a 
considerable degree on how deeply emotions 
are involved. This is the core of the problem 
of compulsive habit formation, or, in terms of 
animal psychology, the core of the formation 
of pseudo-instinctual habits, i.e., habits that 
acquire the force of instinct. Such conditioning 
with its concomitant hormonal changes and 
symbolic fulfillment of primary needs estab- 
lishes automatisms that become part of the 
body economy. 

In the process of adaptation to any kind of 
signal or stimulus we may distinguish two 
factors: 

(a) A mechanical factor: There is initial 
automatic adaptive behavior through trial and 
error. 

(b) A vitalistic factor: There is purposeful 
behavior with a search for a greater margin 
of safety and less expenditure of adaptive 
energy (vacillation). Anticipation and condi- 
tioned reflex direct the new adjustment. 


Here we encounter a politary of tendencies 
a hasty mechanical adaptation as opposed ts 
a delayed aim-conscious adaptation. The huma 
organism is in continual adaptive behavior, ye: 
the very standards of adaptation and adjus: 
ment are constantly fluctuating. 

We may compare the vacillation betwee. 
ultimates of adaptation with the theory c: 
automatic control or control by feedback «s 
developed in physics. Wiener demonstrate | 
that the processes of habit formation, learnin,, 
and correction of errors are partially dependert 
on feedback mechanisms. Through automatiz: - 
tion of control (feedback) the resulting actio. 
will be less dependent on external interfe:- 
ences. For such automatic control three general 
conditions must be met directing the intrasy,- 
temic functioning (Justin): 

(a) Self-regulation: There must be some 
regulatory organ, some physical means present 
for the change of action. 

(b) Evaluation: There must be a measuring 
device comparable with some standard such 
as the thermostat regulating a desired tempera- 
ture. In far too many cases norms and evalua- 
tions hamper the process of feedback and ad- 
justment. Too many regulating and evaluating 
impulses lead to a breakdown. 

(c) Rapidity: Measurement and regulation 
must be rapid enough to do the job. A thermo- 
stat with a delayed reaction would produce an 
oscillation between cold and warmth in the 
room. 

In the trial and error and feedback mecha: 
nisms, special problems of expenditure of 
energy come into evidence. The more the 
adaptive behavior required for the goal becomes 
compulsively exact, the more energy is called 
for to reach that goal. This is not a simple 
arithmetical ratio. The exactitude of measure 
is proportionate to the quadrature of the orig- 
inal energy. This may give us some insight 
into how much energy is spent in compulsive 
adaptive perfectionism. 

Too many evaluations, regulations, and in- 
hibitions keep man in perpetual search {or 
adjustment; no feedback mechanism can work. 
Tremendous energy has to be spent for maii's 
adaptive trial and error maneuverings. Neu:o- 
physiologic findings suggest that there may >¢ 
two opposite ways of adaptation, one gui 
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by the sympathetic, another for the parasympa- 
thetic system (Cannon). 

The sympathetic system with its catabolic 
functions may react with a discharge of energy 
en masse, overshooting the mark; we speak of 
r.ge and panic as overmobilization of the ad- 
r nals. 

The parasympathetic system with its anabolic 
functions represents a more conservative form 
ci adaptation having more complicated adap- 
tive and integrative mechanisms. 

This excursion into the process of adapta- 
tion shows us how complicated the internal 
process of adaptation, automatization and re- 
newal of adjustment are. In another study, 
“On Ambivalance,” I hope to come back to 
the theoretical implications involved. For our 
clinical observation it is important to know that 
drugs, depending on what kind of regulatory 
system they act, may call forth many paradoxi- 
cal symptoms, depending on internal accep- 
tance or rejection of their action. This can be 
easily observed in dipsomaniacs. These persons 
can use alcohol socially without special con- 
sequences and with normal euphoria and seda- 
tive action. However, when the dypsomaniac 
is in depression, his adjustment changes. There 
is no sedative effect, a stimulative action begins 
with the urge to drink more and more, there is 
no feedback regulator and the vicious circle 
may culminate in a psychotic phase. If one 
stops such a mechanism suddenly, a new break- 
down of regulations, a rebound mechanism, 
takes place and an abstention psychosis may 
develop. 

Clinically both forms of breakdowns are 
seen. 

The following group of physical and mental 
symptoms may be observed, all of which sev- 
eral investigators have tried to combine into a 
diencephalic syndrome, a disturbance in the 
central vegetative subthalamic regulation (Rat- 
ner, Lhermitte). 

Diencephalic Symptoms. Disturbances in the 
pupil reflex and temporary paralysis of eye 
muscles, mimic facial paresis. 

Vegetative and Sympathetic Disturbances. 
Vasolability, low pulse frequency, low blood 
pressure, migraine, collapse, angina pectoris. 

Hormonal Involvements. The pituitary and 
adrenal hormones play a tremendous: role in 
internal regulation. 


Disturbances in Sympathetic and Parasympa- 
thetic Innervation. Muscle cramps, bladder 
cramps, increased salivation, yawning, sneezing, 
hiccup. 

Peripheral Neuritis. Abstention neuralgia, 
neuritis, neuritis optica (especially in barbitu- 
rate addicts). 

Abstention Epilepsy. The convulsive motor 
discharge is regarded as a physiologic mecha- 
nism. (Krampfbereitschaft) which can be pro- 
voked in several ways. Every abnormal brain 
process may promote this convulsive discharge, 
as we so often found in the early period of 
brain surgery. Discontinuance of barbital ther- 
apy may be one of these provoking agents. 
However, under extreme stress, anxiety, and 
famine the same may occur temporarily, as was 
observed during the Second World War. Low 
blood sugar is also one of the provoking factors 
(insulin cure epilepsy). I never saw bad re- 
sults from this abstention epilepsy; it often 
improved the general status of the patient. 

Delirium Tremens. This may occur after 
withdrawal of any sedative or narcotic, pro- 
vided a secondary metabolic change took place 
previously. 

A Time Factor. The incubation period for 
the symptoms of withdrawal varies with each 
patient and depends also on the drug used. 
The length of that period may indicate the 
psychosomatic reserve that has been built up. 
That mental defenses also play a role is 
proved, for instance, by addicts who take 
marihuana once a week. Getting away from 
their weekly habit nevertheless creates anxiety, 
tremor, unrest, depending on the degree of 
subjective involvement in the habit. 

Korsakoff's Psychoses. These are mostly tem- 
porary episodes principally seen after a long 
period of alcohol addiction. However, they 
may appear in starvation, too. 

Other mental disturbances which can be 
compared with the toxic psychoses—abstention 
delirium, color hallucinations, manic exalta- 
tions, delusions of being influenced, and so 
forth. 

Changes in the blood cell count comparable 
with those in allergic reactions. The leukopenia 
of the first days of abstention changes into a 
leukocytosis with relative lymphocytosis and 
eosiniphilia. The disappearance of eosinophilia 
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is by some investigators related to the adapta- 
tion reserve (Thorn Test with A.C.T.H.). 

Alkalosis. During intoxication acidosis is 
normally present, changing into alkalosis dur- 
ing abstention. 

The Syndrome of Oral Deprivation. Depres- 
sion, irritability, food hallucinations, forgetful- 
ness, apathy, catalepsy, sucking movements, loss 
of decorum, enuresis, paranoid feelings. 

Abstention and Shock. In a former publica- 
tion I described mental and surgical shock as 
an unadjusted primitive defense mechanism 
serving temporarily in a period of transition 
by means of a new defensive and adaptive 
automatisms. A too severe mental trauma causes 
the higher mental functions (cortical functions) 
to disrupt the other essential defense reflexes 
(subcortical autonomous functions), thus dis- 
turbing normal regulation and readjustment. 
A fatal vicious circle is started in which the 
condition of the individual gradually deterio- 
rates until a new adjustment is made. We may 
compare this with Von Monakow’s concept of 
diaschizis. 

In sudden starvation or deprivation of a 
habitual drug one finds the same vicious circle 
and symptoms of collapse, vasolability, apathy, 
and catalepsy. Even sudden death may occur. 
In cases of this kind Cannon’s emergency re- 
action has led to failure. 


CONCLUSION 


Abstention, withdrawal, starvation, depriva- 
tion, or change of habits may cause acute 
stresses on the organism which are of impor- 
tance clinically, according to the severity of the 
resulting symptoms. The study of pathologic 
adaptations may, in these circumstances, give 
new insight into the etiology of some forms 
of convulsion, delirium, hallucination, and so 
forth. 

Theoretically, in such syndromes the para- 
doxical provocation of symptoms is also inter- 
esting in that it affords a view of the problems 
of central regulation and its psychosomatic con- 
comitants. In all these cases we may speak of 
disrupted equilibrium and autonomic dysfunc- 
tion (Lyons) or breakdown of automatic feed- 
back. 

Sudden trauma, sudden deprivation, sudden 
abstention, sudden change in circumstances, 
may change the relations between foreign affairs 


and home affairs of the body. It takes time 
before new accommodating autonomous func- 
tions can replace the original ones. What we 
call ‘‘shock”’ is the delayed transition to a new 
adjustment. The adrenosympathetic system 
determines the actual power of achievement, 
the tonus, the tension, the actual state of aler. 
The parasympathetic is the regulator of poten- 
tial energy; it takes care of the anabolic trans- 
formation. Too great a quest for external ener- 
gy in the service of new adjustment may he 
required while internal regulation is no longer 
or not yet adequate. A fatal, vicious circle is 
set in motion. 

Psychologically it is important that we never 
be made aware by outer signs of the degrce 
of potential adaptation we possess or of how 
much hidden temporary, neurotic adjustments 
and urge for self-defeat are latent within us, 
Abstention, starvation, or sudden change in 
circumstances may provoke the defects of hid- 
den adjustment, the concealed signs of a lower 
level of adaptation. We often observe that 
addicts have a cumpulsive need for depriva- 
tion, a need rooted in a memory of an infan- 
tile traumatic situation and a self-destructive 
repetitive compulsion. 

Though as yet it is hardly possible to correlate 
under one heading all the phenomena here 
cited, it can nevertheless be stated that early 
psychosomatic conditioning related to change 
in diencephalic and hormonal functions is of 
ptimary importance. Adaptation and readjust- 
ment compose a psychosomatic process  cor- 
related with the action of archaic parts of the 
central nervous system. 
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The forces of attraction and repulsion 
which operate between individuals have been 
the nucleus of many social science studies since 
the first use of sociometric methods by J. L. 
Moreno (8, 9, 10). On the basis of mutual 
selection and rejection between individuals 
much has been learned about the social struc- 
ture of various types of communities. In 
mental hospital wards, several studies employ- 
ing the Morenian choice process have been 
made in an effort to reduce everyday stresses 
by improving interpersonal relationships. Fac- 
tors such as age, sex, ethnic grouping, diag- 
nostic grouping, religious affiliation, educational 
background, length of membership in the 
group, etc., have been or are being studied in 
order to show what relationships exist between 
these factors and attraction and repulsion for 
certain individuals (1, 2, 3, 4, 5, 6). 

This study is concerned with the relation- 
ship of similarity of socializing interests of 
patients and personnel to selection and rejec- 
tion of patients by nursing personnel. The 
similarity between the interests of patients and 
personnel is studied from two standpoints: (a) 
the extent to which it exists in actuality, and 
(b) the extent to which personnel think it 
exists. The main hypothesis of this study is that 
personnel will tend to select patients who ac- 
tually share many of the personnel’s interests 
and will tend to reject patients whose interests 
are largely dissimilar. This hypothesis was de- 
veloped partly on the basis of clues received 
from nursing personnel during a previous study 
(11) and partly as a result of casual observa- 


* From the Boston Psychopathic Hospital Nursing 
Service, Research Laboratory and the Department 
of Psychiatry. 

This study was made possible by a grant-in- 
aid of research from the American Nurses’ As- 
sociation. 


tions of nursing personnel over a period o: 
years. Such observations revealed preferentia' 
attitudes of nurses toward patients on the basis 
of the patients’ social interests and skills. 

It was also felt that there would be a ten- 
dency for personnel to think there was greater 
similarity of interests between themselves and 
patients they selected than between themselves 
and patients they rejected. This is offered as a 
second hypothesis. 

Since it is obvious that there are other fac- 
tors operating in drawing people together and 
keeping them apart, personnel’s stated reasons 
for their selection or rejection of patients were 
analyzed in an effort to glean additional in- 
sights into the bases for positive and negative 
choices. 


METHOD AND PROCEDURE 


The sample of personnel for this study con- 
sists of 3 graduate nurses, 6 affiliating students 
of nursing, and 8 attendant nurses. All 17 were 
interviewed following an assignment of at 
least two weeks to the female acute ward. The 
patient sample included 40 patients who were 
on this acute ward during this specified two- 
week period. 

Data concerning pre-illness socializing in- 
terests were available for 30 of these 40 pa- 
tients. This information was obtained by the 
social worker (Nancy Ogilby, of Boston Psy- 
copathic Hospital) who interviewed patients’ 
relatives. This approach rather than interview- 
ing the patients themselves was used since 
several of the patients on the ward were un- 
able to verbalize sufficiently. Interviews with 
personnel by one of the writers furnished i- 
formation concerning their own socializing i1- 
terests and their opinions concerning similarity 
of patients’ interests as well as data on choic.s. 
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Personnel were asked directly what their 
icisure-time activities were, what they liked to 
talk about with their friends, and what social 
skills they were interested in learning. They 
were asked which patients on the ward shared 
their social interests. Following this open- 
«aded approach they were given a list of the 
0 patients considered and asked to name those 
jatients whose interests were similar to or dif- 
ierent from theirs. In order to elicit choice 
responses the investigator posed the following 
question to personnel: 

You are assigned to Ward X. You are given the 
opportunity to do some special work with one 
patient. You will be relieved of some of your duties 
to enable you to spend more time with this patient. 
You are asked to list 3 patients with whom you 
would like to spend this time and 3 with whom 
you would least like to spend this time. Are there 
any special reasons for your selections ? 

Since it was anticipated that the phrase “special 
work with a patient might raise several ques- 
tions with some of the personnel, the following 
explanation was decided upon: “Special work 
means being with the patient, attending to her 
needs as you see them and doing for her what 
you feel is helpful or necessary during the 
specified time.” 

Fifteen of the 17 personnel studied selected 
6 patients each, 3 with whom they would like 
to spend special time and 3 with whom they 
preferred not to spend this time. One attend- 
ant, long employed at this hospital, refused to 
make either positive or negative choices, ex- 
plaining that it was not right to show prefer- 
ence and that it was the job of the attendant 
“to be kind to all patients, not to just a few.” 
An attempt at clarifying the investigator's 
viewpoint was unsuccessful. One other attend- 
ant was unable to make a third negative choice. 
As a result the total for positive choices was 
48 and the total for negative choices was 47. 

The known interests of 30 patients were 
compared to those of personnel in the follow- 
ing manner: (a) the number of interests 
shared by each patient with each of the 17 
personnel was divided by the total number of 
interests possessed by each of these personnel 
in order to arrive at the percentage of interests 
shared by each patient with each of the per- 
sonnel; (b) the sum of these 17 percentages 
of similarity was divided by the total number 
of personnel (17) in order to arrive at a mean 


percentage of similarity with the personnel 
group for each patient. 

This mean percentage (b above) for each 
patient was assigned a rank on a three-point rat- 
ing scale. The average percentage of interests 
(27.5 per cent) shared by the patient group 
with the personnel group determined the mid- 
point of the scale. Ratings were designated as 
follows: 3 = many interests in common (37 
to 53 per cent); 2 = some interests’ in com- 
mon (17 to 36 per cent); 1 = few interests 
in common (0 to 16 per cent). 

The relationship between the number of 
positive or negative choices of patients by per- 
sonnel and these levels of similarity was ana- 
lyzed by use of the chi-square technique. Since 
the chi-square value was significant at slightly 
less than the 0.05 level, the test of significance 
for differences between proportions was used 
to determine specifically at which similarity 
levels the differences between positive and 
negative choices were significant. Forty-six of 
the 48 positive and 22 of the 47 negative 
choices were distributed among 22 of the 30 
patients whose interests were known. The re- 
maining 8 on whom this information was 
available were neither selected nor rejected 
by personnel. 

Personnel’s opinions concerning the simi- 
larity of patients’ interests were available for 
the entire sample of 40 patients. Another three- 
point scale was devised to measure the degree 
of similarity personnel thought existed between 
themselves and patients in terms of socializing 
interests. This scale was based upon the num- 
ber of times each patient was mentioned by 
personnel. The average for all patients was 
established as the mid-point of the scale. Rat- 
ings on this scale were assigned as follows: 
3 = much similarity (mentioned more than 
three times); 2 = some similarity (mentioned 
one to three times); 1 = little similarity (men- 
tioned primarily as having different rather 
than similar interests). 

Patients’ ratings on both scales (actual and 
believed similarity) were correlated by rank 
differences or Rho to determine whether or 
not there was a relationship between the simi- 
larity of patients’ interests as seen by personnel 
and this similarity as it actually existed. 


* The highest percentage of similarity in this sam- 
ple was found to be 53 per cent. 
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Reasons given by personnel for selecting and 
reject.ng patients were of two general types: 
“task-oriented” and “person-oriented.” Person- 
nel were considered to have given “task-ori- 
ented” reasons when their statements concern- 
ing selection or rejection reflected a conscious 
effort to analyze their role in relation to what 
they could or could not do toward improve- 
ing the patients’ condition. They were consid- 
ered to have given “person-oriented” reasons 
when there was no evidence of this conscious 
role analysis and where emphasis was placed 
primarily on liked or disliked personality char- 
acteristics. These two categories were estab- 
lished following a close examination of the 
recorded reasons given by personnel. Because 
personnel were task-oriented in some instances 
and person-oriented in other instances and be- 
cause some of the personnel gave more than 
one reason for some of their choices, these 
categories were applied to each of the reasons 
rather than to each of the personnel. This 
treatment of the data made possible a compari- 
son between the reasons given for selection 
and those given for rejection. This was done 
by calculating the percentage of both task- 
oriented and person-oriented reasons given for 
selecting patients and the percentage of each 
given for rejecting patients. The differences 
between these percentages were tested for sig- 
nificance. 


RESULTS 


Analysis of the data on actual similarity of 
socializing interests as a factor in selection and 
rejection revealed the following findings: 

1. Among the group of patients receiving 
positive choices, those with more than 16 per 
cent of their interests in common with those 
of personnel received more choices (37) than 
those with less than 16 per cent (9). The 
difference between those with 17 to 36 per 
cent and those with 37 to 53 per cent similarity 
was not significant. 

2. Among the group of patients receiving 
negative choices, those with 17 to 36 per cent 
similarity were the most rejected (14 negative 
choices) whereas those with 37 to 53 per cent 
and 0 to 16 per cent similarity were the least 
rejected (2 and 6 negative choices, respec- 
tively). 

3. There was no significant difference be- 


tween the number of positive and negative 
choices where there was less than 37 per cent 
similarity. However, where there was 37 per 
cent or more similarity there were significantly 
more (significant at the .001 level) positive 
(17) than negative choices (2). 

Since the number of positive and negative 
choices does not vary in direct proportion to 
the different degrees of actual similarity, this 
factor cannot be used in predicting selection 
and rejection except in cases where patients 
share 37 per cent or more of the interests of 
personnel. (chi-square = 5.74 = p>.10<.05; 
chi-square = 4.605 = p>.10 and chi-square 
= 5.991 = p>.05.) 

Analysis of the number of positive and nega- 
tive choices as related to the opinions of per- 
sonnel concerning similarity of interests re- 
vealed the following significant findings (chi- 
square = 21.31 = p>.01): 

1. The number of positive choices increased 
in direct proportion to the increase in levels 
of similarity. Patients rated as having “little” 
similarity received 8 choices, those rated as 
having “‘some’’ similarity received 12 choices, 
and those rated as having “much” similarity 
received 28 choices. 

2. Among the patients receiving negative 
choices, those thought to have “much”’ simi- 
larity of interests were least rejected (six nega- 
tive choices). Those thought to have ‘‘some” 
similarity were most rejected (25 negative 
choices). An also substantially large number 
(16) of negative choices was received by pa- 
tients thought to have “little” similarity. 

3. Patients considered as having “‘little” and 
“some” similarity were more often rejected 
than selected, whereas patients thought to have 
“much” similarity were more often selected 
than rejected. 

Opinions of personnel concerning similarity 
of patients’ interests are a greater factor in 
their selection or rejection of patients than is 
actual similarity of interests. The greatest 
deviation from the expected pattern occurred 
at the middle rank of each scale. (In the case 
of opinions, this was the only deviation.) This 
perhaps indicates that patients having or con- 
sidered as having “‘some’”’ similarity arouse more 
conflict in personnel in terms of selection 
and/or rejection than do patients at the two 
extremes of each scale. 
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Eight patients who were neither selected 
nor rejected were considered separately. (These 
8 patients may be regarded as socially isolated.) 
Three of the 8 actually had many interests 
(much similarity) in common with personnel, 
one had some interests (some similarity) in 
common and the remaining 4 actually shared 
few interests (little similarity) with personnel. 
Only 2 of the 8 (one with much similarity, the 
other with some similarity) gave evidence on 
the ward of more than one or two interests. 
These 2 patients were about to be transferred 
to the convalescent ward. Both received a high 
rank (3) on the similarity of opinion scales, 
whereas the remaining 6 were believed by per- 
sonnel to share few of their interests. 

A correlation (Rho) of patients’ ranks on the 
two scales (actual versus believed similarity) 
was + .42. Fourteen patients received the same 
rank on both scales, 11 had a difference of one 
rank, and 5 had a difference of two ranks. A 
previous study (3) shows that personnel were 
aware of only 23.3 per cent of patients’ specific 
skills and interests. These two findings suggest 
a lack of knowledge on the part of personnel 
in respect to patients’ socializing potential. 


PERSONNEL’S STATED REASONS FOR 
SELECTING AND REJECTING PATIENTS 


Personnel gave a total of 48 reasons for 
wanting to spend special time with certain 
patients. Of these, 31 (64 per cent) were task- 
oriented, The task implied in these reasons was 
working toward improvement in the patient’s 
condition. 

Personnel expressed various ways of ap- 
proaching this task. For example, one graduate 
nurse selected a patient for whom she ex- 
pressed dislike. She felt that both she and the 
patient might benefit from more concentrated 
contacts in the sense that both might gain 
insight into their strained relationship and 
pethaps, as a result of this, into other like 
telationships. Others selected patients with 
whom they felt they had established or could 
establish rapport because of personality and 
other factors such as age and interests they 
had in common with these patients. Still others 
selected patients whom they felt needed nurture 
or “mothering.” For example, one student ex- 
plained: ‘These patients need someone to rely 
on and it gives me a great sense of satisfaction 


to be that person.” Another of the personnel, 
an attendant, said of one patient: ‘She is. so 
alone—she needs someone.” 

The remaining 17 reasons (36 per cent) for 
selecting patients were person-oriented in the 
sense that personnel emphasized certain char- 
acteristics they liked in these patients rather 
than what they felt they could accomplish to- 
ward improving their condition. For example, 
one student of nursing selected a patient who 
reminded her of her sister. This student said 
she always liked people who reminded her of 
people she had known and liked previously. 
She was unable to identify the similarity. One 
of the attendants selected a patient who had a 
“cute personality.” Another said of one of her 
selected patients: ‘“She’s friendly, a good 
worker and as far as I’m concerned, she’s per- 
fectly well (normal).” Still another said: “I 
like her because she appreciates the little things 
you do for her. She’s a nice person.” 

While there were significantly fewer person- 
oriented than task-oriented reasons given for 
personnel’s selections, reasons for rejecting pa- 
tients were primarily person-oriented. Only 18 
(33 per cent) were task-oriented. Some of these 
reasons reflected personnel’s inability to estab- 
lish relationships with certain patients. For 
example, one patient was rejected by 4 of the 
personnel because they felt unable to commu- 
nicate with her because of her language diff- 
culty. (One student of nursing selected this 
particular patient. She and the patient inter- 
acted affectively in spite of the language bar- 
rier.) Some of the personnel felt they could 
not relate to withdrawn patients because they 
could not understand them. They attributed 
this to their lack of education and/or experi- 
ence. Other task-oriented reasons reflected the 
opinions of personnel concerning the needs of 
patients for special attention. For example, 6 
patients were rejected because “they do not 
need attention as much as the others and can 
socialize pretty well on their own.” Two other 
patients were rejected because their condition 
was considered hopeless. One was very retarded 
and the other had organic brain damage. Both 
were about to be transferred to other insti- 
tutions, 

The remaining 67 per cent of the reasons 
for preferring not to spend special time with 
certain patients were person-oriented. Here 
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personnel emphasized characteristics which they 
disliked in patients. Among these were hos- 
tility (mentioned eight times), pestiness (six 
times), lack of warmth (four times), unre- 
sponsiveness (four times), troublesomeness 
(three times), crudeness, disinterest, negativism 
(twice each), refusal to help self, continual 
chatter about the same things, lying about 
food intake, and flaunting a superior air (men- 
tioned once each). 


SUMMARY AND CONCLUSIONS 


This study was undertaken to determine 
whether or not similarity of socializing inter- 
ests was a factor in the selection or rejection 
of patients by personnel. It was hypothesized 
that personnel would tend to select patients 
who shared many of their socializing interests 
and would tend to reject patients whose in- 
terests were largely dissimilar, It was further 
hypothesized that personnel would tend to 
think there was greater similarity of interests 
between themselves and patients they selected 
than between themselves and patients they re- 
jected. Thus, similarity of interests was studied 
from two standpoints: first, as it actually ex- 
ists, and, second, as personnel think it exists. 
A correlation (rank order) was done to deter- 
mine how accurately personnel could estimate 
similarities and differences in patients’ inter- 
ests. Finally, the reasons given by personnel 
for selecting certain patients and rejecting 
others were analyzed in terms of the orienta- 
tion they implied. These reasons were of two 
types: (a) task-oriented, implying analysis by 
personael of their role in relation to patients 
in terms of what they could or could not do 
toward improving the condition of these pa- 
tients; and (b) person-oriented, implying selec- 
tion or rejection on the basis of liked or dis- 
liked personality characteristics of patients. Dif- 
ferences between reasons for selecting and rea- 
sons for rejecting patients were analysed. 
Findings were as follows: 

1. The actual similarity of patients’ socializ- 
ing interests to those of personnel is a factor 
in the selection and rejection of patients by 
personnel in that personnel select rather than 
reject patients who share many (more than 36 
per cent) of their interests. In such cases it is 
possible to predict selection and rejection at a 
ratio of 8.5 to 1. 





2. Personnel see patients they select as hav- 
ing many interests similar to theirs and patient: 
they reject as having fewer similar interests. 

3. Personnel tend to see isolates in the pa 
tient group (patients neither selected nor re 
jected by personnel) as having little similarit 
of interests. In actual fact, however, some o 
these patients share many of the interests o 
personnel. 

4. Personnel ate only partially aware of th 
existing similarities and differences in patient: 
interests, 

5. Personnel think of patients they select pr. 
marily in terms of their role in the care c/ 
these patients whereas they think of patienis 
they reject primarily in terms of what thcy 
dislike about these patients, 


DIscussION 


In the mental hospital, a critical therapeutic 
factor is the relationship which exists betwecn 
the patients and personnel. Various studies 
have been done which attempt to ascertain 
conditions associated with acceptance or rejec- 
tion of patients by personnel. For example, 
Kandler’s study on the elements of rapport (7) 
suggests that personnel see patients much as 
they do their acquaintances, i.e., they tend to 
like or dislike them for the same reasons, Jen- 
kins’ study of interpersonal relations in psychi- 
atric nursing (2) shows clearly that friendly 
actions engender friendly reactions and vice 
versa. . 

The patient's place in his social orbit plus 
his ability to fit into the general expectations 
set by personnel for his behavior play im- 
portant roles in acceptance or rejection. Clinical 
experience indicates that age, sex, ethnic 
grouping, religious background also play roles 
as do personality traits and their symbolic 
meaning in terms of the life experience of the 
reacting party. 

In this study, an attempt has been made to 
relate the similarity or dissimilarity of skills and 
interests to rapport—the latter operationally 
defined as “‘selection” or “rejection.” 

It would appear that personnel as a rule 
select those patients whose interests and skills 
they sense are similat to their own and tenc to 
reject those whose interests and skills are « if- 
ferent. This would tend to confirm the gencral 
hypothesis that the degree of similarity of sl-ills 
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and interests does play a role in rapport. The 
correlation also holds true to some extent when 
‘he personnel’s selection of patients is based 
iot On conception or belief concerning the 
atient’s skills and interests, but upon actual 
similarity (based on reasonably objective re- 
-orts from patients’ relatives). 

Analysis of the “reasons” given for selection 
cad rejection suggests that those patients who 
ave disliked are more commonly rejected, 
vhereas those who are liked or with whom a 
r-lationship is formed which appears to per- 
sennel as therapeutically useful and manipu- 
lable are more commonly accepted. In other 
words, rejected patients are not liked and seen 
as having dissimilar social interests and pur- 
suits. On the other hand, those patients who 
are liked are seen as having similar interests 
and pursuits, 

Important for ward psychiatrists, nurses, and 
administrators is the fact that nursing person- 
nel are not adequately informed of the in- 
terests and skills possessed by patients, nor do 
they learn enough about these skills and inter- 
ests during the patients’ stay on the ward. Thus, 
the socializing potentialities of patients are not 
tapped and neither are the skills and interests 
of personnel put to use, 

This would appear to be a fundamental de- 
ficiency even in a small ward of 30 patients, 
with a large staff of 17 personnel, in a teach- 
ing hospital dedicated to the idea of resocializa- 
tion as an important therapeutic element. 

We have discussed in a previous paper how 
this discrepancy is related to a lack of system- 


atic gathering of information concerning the 
socializing capacity of patients, defect in com- 
munication to ward leaders and personnel, and 
finally, to a lack of explicit training of service 
personnel in the art of maximum utilization of 
socializing resources. 
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CANCER OF THE PANCREAS: 


Two Cases Simulating Psychogenic Illness* 


CHARLES SAVAGE, M.D.t+ 
AND 
DOUGLAS NOBLE, M.D.t 


The occurrence of mental symptoms in or- 
ganic pancreatic disease is at the present but 
little cliscussed in standard works on diagnosis 
and psychiatry (9). Yet as long ago as 1923 
Lovell (4) pointed out that ‘“‘pathological 
anxiety as a mental symptom was associated 
with evidence of pancreatic disorder,” and he 
used the term “pancreatic anxiety’ to describe 
those cases of inflammatory disease of the 
pancreas whose symptoms could not be delin- 
eated from agitated melancholia. He described 
a case of agitated melancholia in which he 
made a clinical diagnosis of carcinoma of the 
pancreas (5). Since then at least 26 cases of 
verified carcinoma of the pancreas have been 
reported in which the symptoms of depression, 
anxiety, and insomnia dominated the clinical 
picture: 3 by Yaskin (13), one in the Case 
Records of the Massachusetts General Hospital 
(1), three by Wilbur and Latter (12), one 
by Dunphy (2), 5 by Pratt (7), 2 by Rickles 
(8), one by Kant (3), one by Pelner (6), 3 
by Ulett and Parsons (11), and 5 by Savage, 
Butcher, and Noble (10). Ten per cent of 
all cases of carcinoma of the pancreas are com- 
plicated by a psychiatric problem of some im- 
portance (12, 11). 

In view of these not infrequent reports in 
the medical, surgical, and psychiatric literature 
it is surprising that the appearance of anxiety, 
depression, insomnia, fear of impending doom, 
coupled with weight loss, ‘indigestion,’ and 
intractable pain in the back or abdomen in a 
previously healthy individual should fail to 


* The views expressed in this article are the pri- 
vate views of the authors and do not repre- 
sent the views of the Navy Department or of 
the Service at large. 

+ Late of the Division of Psychiatry and Neur- 
ology, Naval Medical Research Institute, Beth- 
esda, Md. 

$ Consultant in Psychiatry to the U. S. Naval Hos- 
pital, Bethesda, Md. 





arouse suspicion of carcinoma of the pancreas. 
Yet since our last report (10) we have had th: 
opportunity to study 2 additional cases ot 
carcinoma of the pancreas both of which were 
given psychiatric diagnoses. Both were treated 
psychotherapeutically and both responded, 
albeit temporarily. So little was the diagnosis 
of carcinoma of the pancreas considered that 
the few inadequate measures of pancreatic 
function which we do possess were not made. 
It is this fact which has decided us to add 
two more case reports to the literature. 


CasE REPORTS 


Case 1.—This patient is a 56-year-old single 
white male who was in good health and spirits 
until December 1951 at which time he developed 
a severe respiratory infection. He was unable to 
throw off this attack of grippe and suffered continued 
malaise, lassitude, and despondency. In addition to 
productive cough he began to notice burning pain 
on swallowing and nausea immediately after eating. 
About three months after the initial onset of symp- 
toms he developed excessive thirst, drank 6 to 8 
quarts of water daily, and urinated comparable 
amounts. He also developed dull headaches localized 
behind the left eye. These were more severe at bed- 
time; they were relieved by aspirin. He was admit- 
ted to the hospital in May 1952 complaining of 
upper abdominal pain, headache, leg cramps, ex- 
cessive thirst, impotence, and loss of libido. Past 
history and review of systems were noncontributory. 
His weight was 156 lbs., BP 124/72, P 80. Ex- 
cept for decreased pulsation of the dorsalis pedis 
and tibialis anterior arteries his physical examina- 
tion was entirely negative. He appeared well devel- 
oped, well nourished, and not acutely ill. But he 
was depressed and cried frequently. The initial clin- 
ical impression was pituitary dysfunction due to 
tumor, with diabetes insipidus,: diabetes mellitus, 
and arteriosclerosis obliterans. Laboratory studies on 
admission were as follows: RBC, 4,400,000; Hb, 90 
per cent; WBC, 7,500; B, 4; N, 54; L, 37; E, 3; 
Bas, 2. Fasting blood sugar, 88 mg. per cent choles- 
terol, 228 mg. per cent; esters, 73 per cent; blood 
chlorides, 624 mg. per cent; sodium 320 mg. per 
cent; potassium, 18.1 mg. per cent; 17 ketosteroids, 
20 mg. per cent; 24 hour urinary output, 3874 <c., 
specific gravity, 1,007. Circulating eosiniphils, 199.8 
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—510. There were 321.8 at the beginning of the 
Thorn test and 333 after 25 mg. of ACTH which 
represented less than a 50 per cent fall in four 
hours. During the Addis test, the patient passed 
2200 cc. of urine which he was unable to concen- 
trate more than 1,009. The water excretion test 
(Powers Kepler) was ‘positive’: Factor A 27.7. 
Sedimentation rate was 5 mm. at 10 minutes, 22 
mm. at 30 minutes, and 28 mm. at 60 minutes. 
X-rays of the skull, chest, and abdomen were nega- 
tive. EKG was negative. Radioactive iodine studies 
revealed hypofunctioning of the thyroid with 24 
hour uptake of 11 per cent and 48 hour uptake of 2 
per cent. The EEG was grossly abnormal: funda- 
mental frequency ranged around 8 waves per second. 
There were isolated and short sequences of 140-160 
millisecond waves seen in all leads, more in each 
parietal and occiptal derivation. There were occa- 
sional short, relatively high voltage volleys of 300- 
500 millisecond waves seen in all leads. The opthal- 
mologist found normal visual fields but there were 
tortuosity of the retinal vessels and an increased 
light reflex. The right macula showed pigmentary 
degenerative clumps with small yellowish deposits 
suggestive of arteriosclerosis and diabetes mellitus. 
The patient’s clinical course was characterized by 
an ever-deepening melancholia. During the first three 
weeks of his hospital stay he lay in bed with his 
eyes closed with a pillow over his head. He was 
gruff, querulous, and depressed, and cried fre- 
quently. Although he was able to sleep during the 
day, at night he was unable to sleep and com- 
plained continually of headache, backache, and weak- 
ness. Because of the evidence of glandular insuffi- 
ciency, he was given a course of ACTH 20 mg. i.m. 
q six hours for a period of 18 days. Within the first 
week there was marked improvement. He was able 
to sit up in bed and listen to the radio. Pitressin 
given 0.5 cc. q six hours over a 10 day period af- 
forded complete relief of the polyuria. Because of 
the persistence of pain the patient was seen by the 
neurologist who found no evidence of a neurologic 
lesion. He described the patient as a chronically ill 
man who complained about the doctors’ inability to 
find the cause of his difficulty, about the food, and 
about his roommate. He found that the man had a 
life history of strict habits and hard work, that his 
present emotional reaction was inappropriate, that 
his complaints were out of line with the endocrine 
findings, and on this basis he made a diagnosis of 
involutional melancholia. He stated that the patient 
was suicidal. Because of the possibilities of suicide 
the patient was transferred to the psychiatric service 
for further study of his depression. On admission 
to the psychiatric service he appeared a bitter, de- 
spondent, dejected, hostile, perfectionistic individual 
with strongly repressed dependent needs and very 
little insight. Mild persecutory feelings were present. 
Past history revealed that he had always been a 
Suspicious, distrustful person with marked feelings 
of inadequacy, who usually reacted with feelings of 
discouragement, futility, and frustration. He com- 
plained of headache, backache, and lack of appetite. 


He complained about the quality of the food and of 
the discomforts of the room. He said that it was 
cruelty to make a sick man undergo such punishment 
(history taking) because everything was in the 
record. He stated that his symptoms were identical 
with those of a friend who died of an abdominal 
cancer. He felt that there was nothing he or any one 
else could do about the situation, that he would 
either die or get well. He thought he would never 
see his friends again. Collateral information confirmed 
the fact that he was always a distrustful,. suspicious, 
lonely man, an inveterate snob and eccentric. He 
suffered from feelings of inferiority, was distrustful 
of others, and always hit first to keep the other per- 
son from hitting him. He was always unpopular be- 
cause of his rudeness, his biting wit, his deliberate 
purposeful charm. He had been depressed since the 
arrival of two new top-flight men in his office be- 
cause “he could see the handwriting on the wall’ 
(i.e., that they would supersede him). During his 
hospital stay he remained distrustful of the psychi- 
atric approach to his problem. He refused the shock 
therapy which was planned. He was nonproductive, 
irritable, resentful, and grumbling that nothing was 
done for him. He still complained of severe pain 
in his back. In the course of daily interviews he 
admitted that he had been slipping for a long time, 
that he tired easily, that he was scared, that he had 
tried to make up for it by working harder, that he 
had been told to take it easy and calm down. He 
complained that his mind was dead, that he had been 
living a long time on his nerves. He felt that he was 
a conscientious, hard-working man, that his work 
had been frustrating, that he had had to accept many 
discomforts, incompetences, and other disadvantages. 
After relating this he reported he felt “much better, 
really, than three weeks ago.” While at first he had 
been quite vehement in asserting that everything was 
all right on the job, he came to the realization that 
“worry could have contributed to his headaches.” He 
was persuaded to take an interest in his appearance; 
he got up, showered, and shaved, and entertained 
visitors of the opposite sex in the solarium. How- 
ever, his insights did not long contribute to his 
symptomatic improvement. His depression progressed 
to apathy. He expressed little interest in anything 
but his back pain. He had no desire to live, refused 
food and vomited “intentionally.” He lost 10 pounds 
of weight. Three weeks after his admission to the 
psychiatric service he became delirious. When seen 
by the consulting psychiatrist, the patient looked 
acutely ill, dehydrated, and semi-comatose. He was 
rubbing his hand over the upper abdomen where he 
seemed to have pain. There was questionable -tender- 
ness in this area. It was difficult to arouse the pa- 
tient to the point of answering any questions and he 
showed considerable irritability. It was established, 
however, that he was disoriented; he said that he 
was on “La Liberte’. The consulting psychiatrist 
stated that pancreatic carcinoma with involvement of 
the pituitary gland was a strong probability and 
recommended serum amylase and lipase studies. 
Serum amylase then obtained was 70 mg. per cent. 
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Blood count was Hb, 69 per cent; Rbc, 3,170,000; 
Whc, 9,100. His clinical course was steadily down- 
ward with falling blood pressure, narrowing pulse 
pressure 70/50, increasing pulse 120-160, increasing 
respiration and temperature at 104°F. He became 
stuporous and expired in respiratory and circulatory 
collapse seven months after the onset of his illness 
and 56 days after his admission to the hospital. Au- 
topsy revealed carcinoma of the pancreas, metastases 
to the retroperitoneal and hilar lymph nodes, cere- 
brum, cerebellum, and pituitary, acute pulmonary 
congestion, and moderate arteriosclerosis. 

This case is unusual in that we were able to 
demonstrate netatases to the cerebrum, diencephalon, 
and pituitary. ‘Only one other in our series of 22 
pancreatic neoplasms had intracranial metases and 
mental symptoms were not a feature of that case. 


Case 2—A 36-year-old woman was seen in con- 
sultation because of persistent back pain. The patient 
had undergone an operation for removal of an ex- 
truded disc two months previously. She had suffered 
periodic pain for many years because of this disc 
but operation did not relieve the pain and a fusion 
operation was considered. Nocturnal pain and in- 
somnia were marked; codeine and pantapon were 
being: used. Because of the fear of narcotic addic- 
tion, psychiatric consultation was sought. When seen 
in consultation the patient was haggard, anxious, 
and tense. She had obviously sustained marked weight 
loss. She stated that she had been worried over 
the fact that her back pain became worse when her 
husband came home at night so that she felt im- 
pelled to ask him for pantapon. She complained also 
of pain in the leg which she related to several epi- 
sodes of ‘‘slipped disc” during her life. In discussing 
her past history she stated that she had been greatly 
attached to her father who had died several months 
previously. Her mother who had died some years 
earlier had closely supervised the patient throughout 
her life with particular concern over her relations 
with ‘men. As the youngest child the patient had 
always been greatly dependent upon her older sister 
who, she stated, visited her twice daily during her 
illness. The patient stated that she was discouraged 
by her long illness, that she had been bedridden for 
over three months; she complained of anorexia. Both 
patient and physician ascribed her weight loss to 
these factors. The patient was encouraged to get out 
of bed as the surgeons had already recommended 
and to attempt to reduce narcotics. She returned 10 
days later for a second interview at which time she 
was spruced up and looked immensely better than 
on the first visit. She stated that she had reduced 
narcotics to half the previous amount, that she was 
now visiting friends and had indeed that day gone 
to the country club. She stated that the discussion 
with the psychiatrist of her family problems had 
been helpful but that she did not wish further psy- 
chiatric treatment on a regular basis. She would call 
the psychiatrist if she needed him. Two days later 
the patient was admitted by her surgeon to a general 
hospital with a view to a second disc operation. She 
became acutely ill after admission and an internist 


was called into consultation and believed her to b 
suffering from a blood dyscrasia of unknown typ« 
The patient became steadily worse while investigatio: 
of her blood disturbance was in progress. Autops 
revealed a carcinoma of the head of the pancreas. 

It was noteworthy that the psychiatric consultar 
despite recent studies of these syndromes overlooke:| 
the possibility of pancreatic disease; the history c* 
chronic pain and the recent disc operation obscure | 
the picture. 


Both of these patients showed frank psych - 
atric symptomatology with questionable organi: 
findings: they were both unstable personalitics 
and their anxieties had been increased by the 
conditions of their illnesses and the anxiety 
of the doctors. 

These cases are in many respects typical of 
cases of carcinoma of the body of the pancreas 
which come to the attention of the psychiatris:. 
Characteristically these patients are in the in- 
volutional age group. They have minimal or- 
ganic findings and localizing signs. They com- 
plain of mild distress after eating; the descrip- 
tion of the pain is vague and unconvincing. 
They suffer loss of appetite and occasional 
vomiting. They complain at times quite bitterly 
of an intractable pain usually referred to the 
back. They have severe persistent insomnia 
which seems to be related to their backache 
which does not let them rest comfortably. 
There is frequently a history of weight loss. 
They are anxious and depressed and are often 
beset with feelings of impending doom. Per- 
haps as a result of their suffering they become 
difficult, antagonistic patients who complain a 
good deal and antagonize every one else. At 
the same time they may respond to placebos, 
suggestion, and psychotherapy. This combi- 
nation of antagonism, depression, response to 
suggestion and minimal organic findings often 
is sufficient to lead to their transfer to the 
psychiatric service where the minimal organic 
signs are forgotten by both psychiatrist and 
internist. The first case illustrates this. The 
provisional diagnosis of a neoplastic involve- 
ment of the pituary with secondary manifesia- 
tions in the pancreas errs only in placing the 
primary disturbance in the pituary rather than 
in the pancreas. Furthermore, many of the 
studies while doubtful or of minimal sign f- 
cance tended to confirm rather than deny ‘he 
original diagnosis. The EEG was grossly °b- 
normal. The urine could never be conc n- 
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trated more than 1.009 even during the Addis 
test. The polyuria was relieved by pitressin. 
The tests of adrenal and thyroid activity re- 
vealed hypofunction. How then does it happen 
that the internist does not trust his own diag- 
nosis? It is as though once the patient is 
transferred to psychiatry because of his obvious 
depression and suicidal preoccupations, he by 
tiiat very fact becomes a mental case, pure and 
simple, The minimal evidence of organopathy 
is not followed up. Instead the investigation 
tends to follow psychopathologic lines and 
ex.ough psychopathology is often present to 
justify the suspicion of involutional melan- 
cholia which is quite variable in its clinical 
minifestations. In the case described it may 
be noted that while the depression was of 
psychotic intensity there was no delusional con- 
tent. The complaint that he was dying of can- 
cer was unfortunately, not a delusion. The 
alleviation of symptoms by suggestion, psycho- 
therapy, or ACTH is not incompatible with 
malignant disease. Thus, if the patient im- 
proves the diagnostic error is perpetuated. 
This occurred in both cases described in this 
report. 
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FURTHER EXPERIENCES WITH BLOCKING OF 


‘ CUTANEOVISCERAL REFLEX ARCS FOR RELIEF 
OF SYMPATHETICOTONIC STATES; 


(II) SOMATIC NERVE BLOCKS PERFORMED 
EN PASSANT 


Final Report 
P. G. SKILLERN, M.D. 


The investigational basis for this thesis is 
to be found in the ‘Preliminary Report” in the 
May, 1947 issue of this journal and in the 
author’s reprints. Here is the summary of 
that paper. 


SUMMARY 


(1) The noxious effects upon the internal 
organs that follow stimulation of the cutaneo- 
visceral reflex arcs have been investigated from 
the standpoints of external cold, reflex spasm 
and increased sympathetic tonus at the expense 
of parasympathetic. 

(2) Therapeutic reversal of these noxious 
effects is accomplished by blocking the afferent 
limbs of somato-sympathetic reflex arcs. 

(3) The role of hypermyotonia induced 
by stimulation of somatic reflex arcs in the 
etiology of various bodily aches and pains and 
its therapeutic reversal have been pointed out. 

(4) The technic and sites for injection 
have been described in detail. 

(5) The therapeutic possibilities of this 
method have been given, either as verified or 
problematic. 

(6) A new method has been outlined for 
the relief of causalgia. 

In the eight years since this preliminary re- 
port number two of this summary has been 
repeatedly confirmed. The sites for injection 
(Figs. 1, 2) are now termed MCTS and MCLS 
respectively, or master control thoracic lumbar 
splanchnics. And so the remainder of this 
paper will be devoted to number five in a 
presentation of the most instructive case from 
each category (compare Fig. 3 to Table I). 


BLOCKING OF AFFERENT LIMBS OF SOMATO- 
SYMPATHETIC REFLEX ARCS. 

Cutaneonasal.—Widower, aged 65, treated 
7 years by rhinologists for chronic suppurative 
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sinusitis with headaches so severe that he con- 
templated suicide for relief. The first thera- 
peutic block at MCTS? banished the headache 
and gave vent to yellow mucus: during 6 
weekly treatments this gradually paled ulti- 
mately to leave the mucus crystal clear, while 
the headaches did not recur. Within 4 minutes 
after bilateral blocking of this arc the nasal 
chambers will be found wide open for better 
access to the sphenoid ostium. 

Cutaneo-ocular—In rhinosinusitis preceding 
Snellen tests often reveal blurry letters due to 
ciliary spasm clarified by MCTS? block. Oph- 
thalmologists will find the latter helpful pre- 
ceding refraction. 

Cutaneosalivary—Dry nasopharynx moistens 
instantly after MCTS?. 

Cutaneothyroid.— After MCTS? block the 
subnormal temperature of hypothyroidism was 
elevated to normal or near normal in 19 con- 
secutive cases (Tablé II). These patients 
stated that they felt the same reaction as one 
hour after an exogenous dose of thyroid ex- 
tract, even to blushing. 

Cutaneopharyngeal.—W/idow, aged 69, for 
over a year has felt a lump in her neck and 
been expectorating jelly-like material, blood- 
streaked. Has a dry, brassy cough with dys- 
phonia. Tender between heads of left sterno- 
mastoid: patient reduces lump by pressing on 
this spot. Fluoroscope and skiagram revealed 
diverticulum. Alcohol block at MCTS". Next 
day patient expectorated a “string resembling 
a pollywog’” and about a teaspoonful of in- 
spissated pus, stringy and tough. Before in- 
jection barely able to swallow tablets: after- 
wards throat “roomy enough to swallow an 
egg.” No recurrence in the elapsed quinary 
period. 

Cutaneobronchial_—An asthmatic storekeeper 
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Further Experiences with Blocking of Cutaneovisceral Reflex Arcs 


“Subtrapezial 
plexus 
C3,4, Cr xl 


Scm needle 


Figure 2. Author's MCLC. Needle point at rest between small 


print of L2, L3. 


with cough, dyspnea and piping rales. Alcohol 
MCTS? stopped cough and facilitated deep 
breathing and vanishing of auscultative rales: 
no return in 6 years. Similar result in a 14-year 
old boy. Asthma of cardiac or infectious (an- 


trum) origin does not respond, nor allergic 
too well. 

Cutaneocardiac—Frequently after MCTS? 
pulse slows, becomes fuller as though increased 
vagal activity had supplanted sympathetic dom- 
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Further Experiences with Blocking of Cutaneovisceral Reflex Arcs 
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Figure 3. Distribution of autonomic nerves. (Kuntz, A., Auto- 
nomic Nervous System, 3rd ed., 1945, Lea & Febiger.) 


ination. Most striking example immediate drop 
76 to 40 rebounding to 68. Angina pectoris 
often immediately relieved, but more effec- 
tively by blocking interspinous ligaments over 
cardiac center of spinal cord (q. v.). 
Cutaneovascular.—Effectiveness of block in 
essential hypertension depends on vascular elas- 
ticity and is shown by immediate vanishing 
of headache, dizziness, tinnitus and ultimately 
by subsidence of epistaxis. After MCTS? upper 
skeletal muscles relax, pulse definitely soft- 
pedaled. Diastolic level may lower after weekly 
or fortnightly sittings. 
Cutaneogastric.—Matron, 26, stomach trouble 
since 18 despite appendectomy at 19, chole- 
cystectomy at 25. Retarded emptying of stomach 
and colon constantly requiring relaxants and 
laxatives, respectively, and dieting. Vomits at 
intervals. After MCTS? pylorus emptied itself 


and stomach relaxed in 4 minutes. Next day 
first normal stool in many months, enjoyed 
regular meals. Three days later drank coffee, 
ate beefsteak dinner for first time in many 


months. Face became roseate. At end of 6 
months still enjoying good health. 
Cutaneocholedochal.—W/oman moaning from 
biliary colic with sweats, chills, cold skin: 
nausea, constant retching. Age 55, obese, pre- 
vious attacks less severe. Alcohol MCTS?: 
asleep in 15 minutes; symptom-free now 8 
years. Many patients thus relieved of biliary 
dyssynergia passed bile 24 hours later, symp- 
tom-free long periods. 
Cutaneo-appendiceal—The Preliminary Re- 
port describes a patient whose spastic appendix 
relaxed under direct vision (local anesthesia) 
after MCLS® block. Resulting drainage re- 
moves potentiality of incipient infection: organ 
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TABLE II—ELEVATION OF SUBNORMAL TEM- 
PERATURE IN HYPOTHYROIDISM AFTER PRO- 
CAINE BLOCK 








Case Before Block After Block Degrees 
Gained 
1 96-4/5 97-4/5 1 
2 97-1/5 97-3/5 2/5 
3 96-3/5 98-3/5 2 
4 97-2/5 98-1/5 1/2 
5 97-3/10 98-2/10 9/10 
6 97:3/5 98-3/5 i 
7 97-3/5 98-3/5 1 
8 97-4/5 98-1/5 2/5 
9 97-4/5 98-1/5 2/5 
10 97 97-2/5 2/5 
11 97-4/5 98-2/5 3/5 
12 97-3/5 98-2/5 4/5 
13 97-2/5 98-1/5 4/5 
14 98-1/5 98-3/5 2/5 
(1) Right. (2) Left.* 
a3 97 97-6/10 98 1-1/10 
16 96-2/5 97-2/5 98 1-3/5 
17 97-2/5 97-4/5 98-1/10 3/5 
18 97 98 98-1/5 1-1/5 
19 97-1/5 97-3/5 97-4/5 3/5 





*Injected consecutively with an interval of 10 


minutes. 

In Case 12 the blood pressure rose in 8 minutes 
from 113/80 before block to 120/80 after block. 
Flushing of face and feeling of increased bodily 
warmth were noticed from 5 to 15 minutes after 
injections at MCTS. 


restored to normalcy. Clew to relaxation of 
abdominal sphincters following block. 

Cutaneosigmoid.—Draughtsman, 51, for 15 
years spastic constipation, tympanites: stools 
light, narrow, fragmented, several times a day. 
Three MCLS? blocks a week apart attained 
normal stools of increased diameter, darker, 
more cohesive, but once a day: very little gas. 
Like cutaneogastric patient had viscerovisceral 
reflex arc involvment of choledochus with dys- 
synergia. Bowels moving normally a year later. 
Both these patients discarded all drugs. 

Cutaneo-uterine—MCLS? blocks usually re- 
lieve pre-marital dysmenorrhea within 1 hour 
according to degree of hysteria. 

Cutaneovesical—Useful for relief of stran- 
gury. 

VINCULITIS (SPRAINED LIGAMENT) 


May leave lasting somatic pain and/or so- 
mato-sympathetic symptoms due to injury to 





Figure 4, Tranverse section of suspensory liga 
ment of sambar deer. a, c, Nerves. 5, Blood vessel 
d, Bundles of tendinous tissue. e, transversely di 
vided muscle fibers. Note almost complete re 
gression of muscle. (Cunningham, D. J., J. Anat. 
& Physiol., 18, 1, 1884.) 


relatively huge nerves left intact after regres- 
sion of muscles into ligamentous tissue (Fig. 
4). The interspinous are fibrous relics of the 
interspinales muscles. (Bland Sutton). 

Interspinous Vinculocardiac—Elevator op- 
erator (F), 49, riding bareback age 7 thrown 
over horse's head upon flexed spine below 
root of neck. Three years later attacks of 
anginoid and short breath after exertion re- 
lieved by pounding upon injured site: at inter- 
vals since. Wincing tenderness over ISL T1-2, 
2-3,3-4 (Fig. 5) over spinal cardiac receptive 
center (Fig. 6, top, med. cut. br.). Procaine 
infiltration checked present attack. No recur- 
rence in 8 years. 

Restaurant manager (M), 49, angina pec- 
toris: sphygmogram normal. Sudden syncope, 
cold sweats: pulse small, thready. Tender over 
ISL T1-2,2-3: procaine injected; attack checked, 
pulse full, regular, 72. Gradually resumed 
work; no attacks up to 16 months later. 

Attorney, aged 54, was suddenly seized 4 
months ago with an attack of dyspnea progrcs- 
sing to almost complete suspension of respira- 
tion with loss of vision, relieved by morphine 
only. Since then attacks at irregular intervals 
with substernal pressure and pain down Icft 
arm to fingers. Skiagrams, electrocardiograins 
and other laboratory tests negative. Treated 
elsewhere by 2 months in bed and many cur- 
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Figure 5. Interspinous ligaments. Note relative 
height of vertebra prominens (C7) and increasing 
downward slope of thoracic spines. (Piersol, G. 
A.: Human Anatomy. Philadelphia: The J. B. 
Lippincott Company. 1907.) 


diac drugs without relief. Wincing over ISL T 
3-4, 4-5. Procaine injected into ligaments. No 
further attack, now 1 month. 

Interspinous Vinculogastric—Matron, 30, 3- 
para, sudden “‘fluttering”, distention, pyloro- 
spasm. Tender ISL T9-10: procaine; pylorus 
relaxed, stomach emptied, fluttering soon 
ceased. Needle entering ligament caused pain 
radiating to solar plexus with momentary taking 
of breath. 

Interspinous Vinculosomatic. — Seamstress, 
73, works bending forward (stretching ISL), 


3 years pain in epigastrium passing directly 
backward through chest treated for heart 
disease without improvement. Tender ISL 
T5-6: procaine; left office free from pain; 
3 years later still pain-free, discarded all drugs, 
resumed sewing. 

Mechanic, 45, sudden lumbar pain bending 
under car: tender ISL L3-4; procaine; relief 
without recurrence. 

The following comment by Gellgren comple- 
ments these interspinious cases. “It will be 
clear from these examples that by injecting in 
the appropriate place such somatic structures as 
the interspinous ligaments with a little hyper- 
tonic saline it is possible to reproduce pain hav- 
ing the segmental distribution characteristic of 
visceral disease, simultaneously with the super- 
ficial and deep tenderness, and the muscular 
rigidity, which frequently accompanies such 
pain (the viscero-sensory and viscero-motor re- 
flexes of Mackenzie).” 

Vinculitis, Sacroiliac—Engineer, 53, limped 
in with walking stick. Two months ago lift- 
ing 25-pound bag caused pain low in left back 
becoming severe. Present complaint sciatic 
pain, constant, stabbing, not worsened by cough- 
ing or sneezing. Foot, outer side leg to middle 
numb, partial foot-drop, inability to extend 
toes. Tender sacroiliac joint: procaine into 
ligament; 10 minutes later could weakly ex- 
tend toes and walk without limp, numbness 
left foot outer side first. Ultimately complete 
relief from all symptoms (Sééllern, ].A.M.A.). 

Vinculitis, Sacrococcygeal—Matron, 30, 3- 
para, coccygodynia at times for years. Wincing 
sacrococcygeal ligament: efocaine; pain relief, 
no recurrence. Ablation of coccyx not indicated. 

Vinculitis in other joints yields ditto. 


II. Somatic NERVE BLOCKS en passant 


Done in cases coming up during these in- 
vestigations will be briefed here. 

Great Occipital for Tic—Woman, 91, in 
severe attack of tic of neuralgia Cr5 seemingly 
from spasm of lateral pterygoid was given gum 
to chew just before alcohol block of great oc- 
cipital (R) to remove stimulus from motor 
nucleus Cr5 (Fig. 7): immediate relief, smiled, 
chewed with gusto. Five similar cases, same 
results. 


Great Occipital for Zoster —Watchman, 68, 
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Figure 7. Author’s conception of contact between C2 and Crs. Note reflex 
connection between mandibular fiber in trigeminospinal tract and motor nucleus 


of Cr5. Technic shown for blocking great occipital nerve. (Skillern: Arch. 
Neurol. & Psychiat.) 
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for 6 weeks pain in and above left orbit, 
worsening vision, palm-sized area left forehead 
like raw beef: alcohol block GO; immediate 
pain relief; next day raw area dryer, beginning 
to heal. Two other cases, 1 acute, other chronic 
(scars, post-zoster neuritis) similarly relieved. 

Great Occipital Neuritis——Causes occipito- 
frontal headache, head on pillow, combing hair 
painful, Alcohol block GO relieves. One case 
associated migraine: both relieved. Effect on 
Sludder’s and Méniére’s problematic. (Skillern, 
Archiv. Neurol.) 

Causalgia of Arm Stump.—Somatic (spasm 
of rotators) and somato-sympathetic (burning, 
sweats, etc.) symptoms and signs permanently 
telieved in 3 cases by alcohol block of supra- 
scapular nerve (Fig. 8). Many brachialgias also 
relieved by this method. Hyperasthesia, pain 
over deltoid typify SS neuritis. Impact of needle 
radiates pain up neck, down arm, to shoulder 
joint. (Skillern, Archiv. Neurol.) 

Causalgia of Thigh Stump. —Attorney, 48, 
6 years ago mid-thigh amputation, since then 


(Skillern: IBID.) 


severe burning, muscle spasms in stump. Rota- 
tors, adductors stilled by alcohol block of 
obturator nerve: immediate relief, continuing 
now 8 years. Two more similar cases. Impact 
of needle on nerve radiated severe pain to 
midst of burning area of stump. 

Neuritis of Posterior Sacral Plexus.—In ex- 
amining cases of sciatica the author has found 
wincing tenderness over sacrum at its second 
foramen (1 cm. below and mesial to posterior 
inferior iliac spine). Perhaps the little nerves 
of this plexus are pinched in transiting a 
spastic multifidus: at any rate they irritate the 
parent sacral plexus and the author has cleared 
up many a case of “sciatica” by alcohol block 
of the second member of the posterior sacral 
plexus, 3 cm. deep to the top of the foramen 
through which it emerges. The layout is not 
dissimilar to that of the suprascapular nerve 
just considered, in that 2 great parent plexus 
can be irritated by tiny nerves subjected to 
pressure and/or drag. Truly examples of the 
tail wagging the dog! 
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COMMENT 


Eight years’ added experience with this meth- 
od have established that—using the indicated 
technic—the reactions described are inevitable. 


SUMMARY 
(See page 1) 
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MINOR NEUROLOGIC SIGNS AND SYMPTOMS 
FOLLOWING INSULIN COMA THERAPY 


DEWEY K. ZIEGLER, M.D.* 


Occasional patients following a course of 
insulin coma treatment present complaints 
pointing to dysfunction of the nervous system. 
The severe but rare complications of the treat- 
ment, aside from prolonged coma, are hemi- 
plegia, aphasia, facial paralysis, and seizures 
(7, 8). More common are the complaints of 
generalized weakness, numbness and tingling 
of the extremities, and blurring of vision. In 
order to assess the incidence of these symp- 
toms, and to attempt to obtain data which 
might explain them in some degree, routine 
neurologic examinations were made on a series 
of patients before and after a course of in- 
sulin coma treatment. 


CASE MATERIAL AND PROCEDURE 


Twenty-two young schizophrenic patients 
who had no history of neurologic disease or of 
previous insulin treatment for their psychosis 
were examined by the author before, or im- 
mediately after the beginning of, a course of 
insulin coma therapy, and again within a few 
days following the conclusion of the treatment. 
There were 11 female and 11 male patients; 
ages ranged from 17 to 37. The total number 
of treatment days varied in the different pa- 
tients from 14 to 80, with the mean being 
about 40. The total number of days of coma- 
depth treatment varied from 4 to 49, with the 
mean being about 30. The insulin treatment in 
those cases with few treatment days and few 
comas was terminated because of prolonged 
insulin reactions. Three cases which had been 
examined prior to insulin treatment had pro- 
longed comas of one to four days’ duration, 
and were examined subsequently, as soon as 
they were able to speak coherently and co- 
operate. 

In addition to these 22 cases, 2 others, not 
examined prior to treatment, were examined a 
few days following the occurrence of a pro- 
ionged coma. 


* From the Boston Psychopathic Hospital, and the 
Department of Psychiatry, Harvard Medical 
School. 
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In the course of the neurologic examination, 
muscle strength in the hands was tested by 
means of a dynamometer. Activity of the deep 
tendon reflexes was calibrated on a 1-5 scale. 
In addition to the sensory examination, which 
included timing of the vibratory sense on the 
external malleoli of wrists and ankles with the 
128 tuning fork, the presence of subjective 
sensory symptoms was sought for by question- 
ing concerning any “numbness or tingling.” 
Visual acuity was tested routinely with the 
Snellen chart, and fundoscopic examination was 
performed. 


RESULTS 


Of the 22 patients examined before and after 
treatment, although several complained of feel- 
ing weak and listless during and immediately 
following insulin treatment, only 2 showed any 
objective decrease in strength as measured by 
the dynamometer, one of whom was an indi- 
vidual who had suffered a prolonged coma and 
had become apathetic and inattentive. The de- 
crease in strength in these 2 individuals was 
equal on the two sides, and in both cases was 
to the amount of 5-7 pounds, All the other 
patients either achieved the same result (within 
a range of 3 pounds) or improved—S to the 
degree of 8 pounds or more. 

Seven of the 24 patients (28 per cent) 
showed, following treatment and not before, 
a tendency to unsteady gait with side-to-side 
staggering on the heel-to-toe walking test. Four 
of these 7 had undergone a prolonged coma 
in the course of treatment, and the other 3 
had had a fairly prolonged course of treatment 
(49, 53, and 57 treatment days, respectively). 
In none of these patients could a sign of loss 
of position or vibratory sense (appreciation of 
less than 10 seconds’ duration of vibration) be 
detected. In 2 patients there was moderate dif- 
ficulty with co-ordination tests in arms and legs 
(succession movements, finger-to-nose test, 
heel-to-shin test). The gait disturbance lasted 
for one to two weeks. 

In only 3 patients was there any change ip 
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the level of reflex activity after treatment, and 
in all cases the change was minimal—one grade 
drop on the-1-5 scale in 2 cases, and a one 
grade rise in the other. 

Thirteen patients of the 24 (54 per cent) 
complained of some degree of abnormal sen- 
sation following their course of insulin treat- 
ment. Most common was a feeling of numbness 
and tingling in the fingers, less commonly in 
the toes. Four patients felt peculiar numb sen- 
sations over the chest and upper part of the 
back, and 2 miore experienced paresthesias in 
the region of the face, particularly the nose. 
Of the 13 patients, 4 had undergone a pro- 
longed insulin coma. In 2 of the patients with 
sensory complaints a slight stocking-type super- 
ficial hypalgesia was present on examination 
following the course of treatment; in all others 
there was no demonstrable abnormality in the 
sensory examination. In only one case was there 
any detectable loss of position or vibratory 
sense, and that to a slight degree. The occur- 
rence of these sensory symptoms was related to 
neither the dosage of insulin, nor the number 
of treatment days or days of coma—the varia- 
tion in these factors for the patients with 
paresthesias being the same as for those with- 
out this complication, with the exception, as 
noted, of their regular occurrence in all save 
one of the patients who suffered a prolonged 
coma. The paresthesias lasted usually for a 
period of time of anywhere from a few days 
to three weeks. 

Visual acuity was diminished after treat- 
ment in only 2 patients, and then only to a 
minimal degree (from 20/30 to 20/40 bilat- 
erally) although a few patients who showed no 
loss of acuity still complained of visual blur- 
ring. One of these patients, an artist, was 
quite perturbed by his complaint (which was 
unilateral) and a consulting ophthalmologist 
felt it was due to “serous retinitis.” Except 
for the latter case, the fundoscopic findings 
in the patients before and after treatment 
showed no change. One patient developed 
slight nystagmus after the course of treatment. 


COMMENT 


The findings of unimpaired and increased 
muscle strength after treatment is interesting 
in view of the lassitude shown, and fatigue 
complained of by these patients. The latter 


sensations are, then, either psychologic or re- 
flections of impaired function of some ele- 
ments of the nervous system not directly con- 
cerned with motor performance. Similarly, al- 
though visual blurring was an occasional com- 
plaint, in no case was the presence of any 
significant degree of diminished vision docu- 
mented. It may be that the blurred vision is a 
sensation associated with the vertigo experi- 
enced by patients immediately on recovery 
from the coma; several stated that visual symp- 
toms were noticed, or were pronounced, only 
for a brief time when they were “coming out’ 
of treatment. Behavior of patients at this timc 
also suggests that they have distorted and im 
paired visual perception. The preservation of 
normal fundoscopic findings throughout thc 
course of treatment in all save one case con 
firms a previous report (3). 

An unsteady gait following treatment was 
found only in those patients who also com. 
plained of paresthesias, and it is thought that 
the gait disturbance is a reflection of impaired 
proprioceptive sense, rather than of defective 
cerebellar function, especially in view of the 
lack of other evidence of cerebellar dysfunction 
and the presence of other evidence of sensory 
disorder (paresthesias). Although no deficit 
was detected in the testing of vibratory and 
position sense, gait is thought by many to be 
a more sensitive indicator of the status of 
these modalities than other tests. 

The most striking finding in this study was 
the high incidence of paresthesias, in 11 out of 
22 patients, and in both those examined after 
prolonged coma. Stern, Dancey, and Mc- 
Naughton (9) who are the only authors to 
have commented in detail on this phenomenon, 
found it in only 10 per cent of their patients. 
It is true that all the patients reported here 
were specifically asked concerning the presence 
of abnormal sensations, and this questioning 
introduces the element of suggestibility. It is 
felt, however, that the findings are not substan- 
tially affected by this factor since only those 
patients were counted who elaborated in detail 
on their sensory complaints; furthermore, «l 
patients were also questioned concerning tlc 
presence of persistent blurring of vision; oniy 
2 acknowledged this complaint, and that to a 
minimal degree. 

The problem of whether the paresthesias «re 
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evidence of a peripheral neuropathy is an un- 
settled one. In favor of this theory is the fact 
that the sensations usually occur in the peri- 
pheral part of the extremities, bilaterally, and 
in an occasional patient (in 2 of this series, 
one in Stern’s), objective testing elicits super- 
ficial sensory loss in a distribution similar to 
that of other neuropathies. Also in support of 
the peripheral nerve hypothesis is the fact that 
Kastan (5), investigating the reaction of the 
medial, ulnar, and peroneal nerves to galvanic 
and faradic stimuli in patients two to four 
hours following insulin coma, frequently found 
a partial reaction of degeneration. If, how- 
ever, these patients’ symptoms are evidence of 
damage to peripheral nerve structures, this 
damage is apparently strictly confined to the 
superficial sensory elements since muscle 
strength increases and there is no change in 
reflex activity. Also distinguishing this kind of 
neuritis from the usual peripheral neuropathy 
is the fact that paresthetic sensations are fre- 
quently felt in the torso and midline struc- 
tures, for example, the nose and back. Stern et 
al. also reported cases with disturbances of 
taste and smell. 

The alternative hypothesis would be that 
some portion of the central nervous system sen- 
sory pathway is affected by repeated profound 
hypoglycemia. Because of the profound affective 
changes often induced by the treatment one 
might think of the thalamus, where known 
lesions are frequently associated with mood 
changes (4). Disturbed sensation in midline 
structures, disturbance of taste and smell, and 
disturbed gait would also fit better a hypothesis 
of a thalamic lesion. There are, however, no 
data on which to decide this question. 

The evidence suggests that, whatever the 
site of the nervous system chiefly affected, re- 
peated or prolonged hypoglycemia is the factor 
associated with these sensory disorders. As in 
Stern’s cases, in the present series blood counts 
were normal, and there was no evidence of 
other systemic disease to account for the 
neurologic symptoms. All patients took vita- 
min B complex tablets three times daily dur- 
ing the course of treatment. Concerning the 
role of hypoglycemia itself, 4 of the 5 patients 
who suffered a prolonged period of hypogly- 
cemia emerged with definite senory complaints, 
and 3 other patients gave clinical evidence of 


exceptionally deep coma (convulsions or ster- 
torous respiration). Most of the cases reported 
by Stern also had seizures. One of his cases was 
also reported to have had transient paresthesias 
relieved by intravenous administration of glu- 
cose, 

Current theory equates the effect on the 
nervous system of large doses of insulin with 
that of anoxia (2). It is well known that the 
peripheral nerve is more resistant to anoxia 
than central nervous system structures; Bartley 
and Heinbecker (1) demonstrated that peri- 
pheral sense-organs and nerve fibers in the 
experimental cat do not participate in the “‘in- 
sulin excitatory effect,” and that “the peri- 
pneral synapses, peripheral sense organs, and 
axons are unaffected (by the action of hypo- 
glycemia) even just prior to the death of the 
animal.’’ Why, then, should peripheral sensory 
structures frequently be the only ones of the 
whole nervous system to give clinical evidence 
of disturbance following a course of insulin 
coma? One can only speculate. One possibility 
may be that this neuropathy is not related to 
hypoglycemia and anoxia, but to the abrupt 
and profound fluctuations in blood sugar in- 
duced in these patients. An analogy might be 
drawn to the neuritis seen in diabetics where 
failure of regulation and resulting profound 
fluctuations in blood sugar has been incrimi- 
nated as an etiologic factor (6). Even if this 
were true, however, one would still not know 
the relation of the blood sugar to nerve func- 
tion. 

It would seem probable that there are nu- 
merous changes in the nervous system of pa- 
tients undergoing insulin coma, but the only 
ones giving rise to symptoms which we clearly 
see as related to neurologic dysfunction are 
sensory symptoms; and these seemingly occur 
for the most part after prolonged or extremely 
deep comas. It may be that the common fa- 
tigue, “dullness,” and distortion of perception 
are also symptoms of central neurologic dys- 
function, and that only those who undergo 
exceptionally deep or prolonged coma show in 
addition the sensory (peripheral?) disorders. 
But whereas the symptoms of minor degrees of 
dysfunction of the peripheral nervous system 
are easily recognized and we have little diffi- 
culty distinguishing the boundaries of the 
normal, such is not the case with the central 
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nervous system where we have no way of 
knowing the complex and as yet vague para- 
meters of normal function, and thus of the 
abnormal. 


SUMMARY AND CONCLUSIONS 


1. Twenty-two patients were given complete 
neurologic evaluations before and after a 
course of insulin coma therapy. Two addi- 
tional patients were examined following pro- 
longed insulin comas. 

2. No marked changes were demonstrated 
in muscle power, deep tendon reflexes, or 
visual acuity. 

3. Seven patients showed some unsteadiness 
of gait following the course of treatment. Four 
of these had suffered a prolonged coma, and 
all experienced sensory symptomatology. 

4. Thirteen patients experienced paresthesias 
of some sort following the course of treatment. 
Two of these showed a considerable degree of 
demonstrable sensory loss. 

5. The significance of the high incidence of 
paresthesias, and their relation to a possible 
peripheral neuropathy or central nervous sys- 
tem lesion is discussed. The suggestion is of- 
fered that brain dysfunction is a common 
though unrecognized sequel of insulin coma 
treatment, accounting for some of what are 
now thought of as nonspecific symptoms. 





Dewey K. Ziegler 
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A CASE OF SELF-CASTRATION 


AARON H. ESMAN, M.D.* 


Self-castration is a grave antibiologic act, and 
its Occurrence is not common. Reports of such 
cases in the literature are rare, most of them 
consisting of brief communications (1, 2, 3, 
4, 6) dealing with the surgical or the sensa- 
tional aspects of the cases. The only extensive 
psychiatric contribution to the subject is to be 
found in Lewis’ article on “The Psychobiology 
of the Castration Reaction” (5), which, aside 
from giving a name to the act (Eshmun com- 
plex, from an old Phoenician myth), recounts 
a number of cases in detail from the psychia- 
tric standpoint. 

Every case reported in the literature has 
occurred in an individual who was manifestly 
psychotic, delusional, usually schizophrenic. 
(Two cases suffered from organic psychoses.) 
In every instance the self-castration fit into the 
delusional system of the patient, and served one 
of three conscious purposes therein: (a) atone- 
ment, as for forbidden sexual wishes; (b) self- 
cure, as for masturbation; (c) elevation to a 
higher plane of existence, as by communion 
with God through self-purification. 

The patient presented here is of interest 
because he fulfills none of the criteria out- 
lined above. He was a 44-year old white mer- 
chant seaman, unmarried, who was admitted 
to Bellevue Hospital on Dec. 31, 1951, after 
having castrated himself by cutting out his 
testicles with a razor blade, He stated that he 
had been drinking heavily for about three 
weeks since coming off his last ship. On the 
day of the event he went out, drank for sev- 
eral hours until he was drunk, went to his 
room to sleep it off and awoke to find him- 
self covered with blood below the waist. After 
receiving emergency treatment he was brought 
to Bellevue. He was unable to recall any un- 
usual events of the day, nor could he recall any- 
thing that happened between the time he lay 
down in bed and the time he awoke with the 
act already performed. 


* From the Department of Psychiatry, New York 
University College of Medicine and Bellevue 
Hospital. 


The patient was the second of 4 brothers 
born in New England of American-born, 
Roman Catholic parents. His father deserted 
the family when the patient was four years 
old; the patient had no memory of the father 
until the latter’s return when the patient was 
14. From that time, however, the patient re- 
called that the father drank heavily on week 
ends and became extremely abusive. The pa- 
tient developed a profound contempt and dis- 
taste for him as a result. 

His mother the patient described as a “fine 
person” with whom he was fairly close but 
no more so than were his brothers. He felt 
that there had been no unusual attachment, 
nor had there, he felt, been anything remark- 
able in his relations with his brothers or in 
any other aspect of his childhood. He could 
recall no childhood phobias. 

At 19 he left home to come to New York, 
but after a few months he went to California, 
where he worked sporadically until, at about 
the age of 20, he went to sea for the first time. 
He had, with the exception of a few brief 
periods of shore work, been a seaman ever 
since. “It is,” he averred, “a fine life for a 
single man.” He had had no contact with his 
family in years. 

The patient said he was single because “I 
never met the right girl.” He had had only 
one prolonged relationship with a woman, this 
about ten years previously with an artist who 
rejected his proposal of marriage. He was not 
terribly disturbed by this rejection. He never 
had sexual intercourse with her, and had not 
even desired it. “She was more a good pal 
than anything else.’ He had had fairly fre- 
quent intercourse since the age of 17, but only 
with prostitutes and casual pickups. Cunnilin- 
gus, fellatio, and homosexuality were all ve- 
hemently denied, being regarded as “unnat- 
ural.” The last sexual intercourse was, he said 
two weeks prior to admission, with a prostitute. 

Though he had always wanted marriage, he 
had never wanted to have children. “I always 
pictured that when I found the right girl we'd 
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be buddies, with no outside interference. Even 
children would be excluded, because I’d want 
her all for myself.” 

The patient described himself as a generally 
quiet and cheerful man who disliked and 
avoided fights, who had a lot of friends, and 
who enjoyed intellectual pursuits. Periodic 
drinking had, he said, been a problem to him 
for 15 years; the onset was gradual and in- 
sidious, from social drinking. On examination 
he appeared to be a passive, submissive man, 
slight.y but not significantly depressed. He was 
quite matter-of-fact and philosophical about 
his self-mutilation—‘I just have to adjust to 
it, I guess. It’s done and there’s no use crying 
about it.” He couldn’t begin to account for 
having done it. He told his story coherently, 
logically, and fluently, and no delusions or 
paranoid trends of any kind were elicited. Sen- 
sorium was intact. 

The history showed that the patient had had 
a number of previous admissions in the pre- 
ceding two years. The first was in January 
1950, when he was found in a hallway nude 
and brandishing a knife, threatening to jump 
out a window. On that admission he was 
acutely alcoholic and confused. He was said 
to have had a mild convulsive seizure in the 
admitting office, followed by another on the 
ward. The following day he was unresponsive, 
showed absent reflexes in the upper extremi- 
ties, and had a right Babinski sign. Spinal fluid 
was normal. He was observed for a possible 
subdural hematoma, but three days later was 
considerably improved, though still disoriented, 
dysarthric, and anomic. By the seventh day he 
was clear mentally and was discharged. Psychi- 
atric examination at that time was entirely 
negative, and the patient was discharged with 
a diagnosis of psychosis due to alcohol, cleared. 

His second admission was in March 1950, 
when he entered after a prolonged alcoholic 
bout, tremulous and somewhat depressed. Two 
days later he was entirely clear and was dis- 
charged with a diagnosis of alcoholism. 

The third admission was in May, 1951. He 
was sent to Bellevue from another hospital 
with the following note: “This 44-year-old 
American seaman appeared in the OPD today 
in a tense, agitated, plaintive, almost tearful 
state, urgently requesting help. . . . Some of 
his remarks follow: ‘I want to be loved... I 
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want to be more like a girl. I want to have m 

penis and scrotum cut off, have my testicle 

pushed up into my abdomen—I’ve done tha: 
myself; then get some injections to make m 

mammaries grow. Please, doctor, won't yo: 
help me to be like a girl . . . I want to wear m 

pretty dresses with lace fringes . . . I bougl 

a maid’s uniform at Macy's and want to be . 
servant woman for some sophisticated, old 

artist woman. I'll scrub floors for her—do an\ 

thing . . . I want to be more of a child, nt 
just a girl . . . Why doesn’t anyone love me’ 
They can call me cunt-lapper, but that’s my 
business. I’ve never done anything wrong, lik: 
playing around with little girls or marric 
women. They've all been older women... . 
If I can’t become a little girl, the only thing 
left for me is to commit suicide, but I’m afraid 
to do anything like that.’”’ 

He was described as being mildly intox:- 
cated, with no ataxia, dysarthria, or disorien- 
tation, but with a slight alcoholic odor to his 
breath. He complained that he had reached the 
point where he could no longer restrain his 
transvestic impulses; no longer being. satis- 
fied with dressing like a female and “‘swoosh- 
ing around” in his room, he felt he had to 
do it in the street. 

On examination at Bellevue the following 
day he denied any recollection of the material 
quoted, asserting that if he had said any of 
those things he must have been in DT’s. He 
appeared slightly depressed and was described 
as a whining, hostile individual, but with no 
indications of psychosis. He admitted trans- 
vestism but minimized it. He was discharged 
with a diagnosis of psychosis due to alcohol, 
cleared. 

In the light of the information from the 
records, the patient was questioned again. He 
again denied any recollection of having made 
any of the statements attributed to him, and 
denied all the material cited therein except for 
the transvestism. At nineteen he was told by 
many women that he was attractive, and a man 
once suggested to him that he might be a good 
female impersonator, because of his good looks. 
He found the idea inviting because it offercd 
considerable remuneration, so he bought some 
women’s clothes and tried them on in his roo. 
He found, however, that he did not look «t- 
tractive, became disgusted and got rid of ‘he 
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clothes. He denied ever having owned or worn 
women’s clothes since. 

Sodium amytal interview was completely un- 
:evealing. Electroencephalogram was reported 
is showing an abnormal EEG containing a 
inoderately dysrhythmic pattern of excessive 
iast activity, some slightly paroxysmal and 
inoderately slow activity and spike-like poten- 
\ials. The findings were not clinically specific. 
sychometric tests revealed an IQ of 115, plac- 
ing the patient in the bright average range. He 
uppeared to be an intact but extremely evasive 
personality whose conception of role was fix- 
ated at a very immature level, with identifica- 
tion with youthful figures and with the 
strongest attachments expressed for the 
mother. He was introversially inclined and 
showed little capacity to relate emotionally, 
though his excellent social judgment permitted 
him to maintain superficial relationships well. 
His defense system appeared brittle and pre- 
carious, consisting predominantly of such 
mechanisms as avoidance and withdrawal. 
Under intense emotional stimulation it showed 
a tendency to break down with the eruption 
of unacceptable homosexual and aggressive 
impulses. 


DIsCUSSION 


Diagnosis —It was clear from the outset 
that this patient was different from the usual 
case of self-castration. He was not delusional, 
not paranoid, the act seemed to fulfill no 
conscious purpose and he was not, it appeared, 
demonstrably psychotic at the time of the ex- 
amination. The only items that suggested psy- 
chosis were the act itself and the patient's 
bland acceptance of the situation. It was ap- 
parent, however, that the blandness was en- 
capsulated; i.e., it was related solely to the cas- 
tration. In all other matters discussed the 
patient was emotionally appropriate and re- 
sponsive, showing no demonstrable break with 
reality. 

The castration itself was marked by its ap- 
parent impulsiveness, the fact that pre-existing 
wishes of this kind had erupted into conscious- 
ness at least once in the past, and the lack of 
associated delusional thinking or action. These 
clinical considerations, along with the history 
of his incapacity to relate himself to people 
and the data obtained from the psychometric 


tests, led to the impression that this was an 
isolated impulsive act in a man with a schizoid 
character structure who was not psychotic. The 
prolonged alcoholic bout and the borderline 
defect in electrocortical functioning may be 
considered mechanisms that facilitated the 
eruption of the impulse. 

Dynamic Considerations——The following 
data contribute to an understanding of the un- 
conscious motivational forces leading to self- 
castration in this patient: (a) the patient's 
bland attitude after the accomplishment of the 
act, (b) his productions relating to his femi- 
nine and transvestic wishes, (c) his attitudes 
toward marriage and children, and (d) the 
history of his relations with women. The pa- 
tient’s blandness and complacence in the face 
of so catastrophic an occurrence suggest that 
the act had at least partially solved an uncon- 
scious conflict, that an unconscious wish had 
been gratified, and that the patient had 
achieved something even more important to 
him than his physical integrity. 

The nature of the conflict and of the un- 
conscious wish is elucidated by the history. 
Throughout his life, this man had formed no 
object-relationship with a woman, except for 
the one with the artist whom he wanted to 
marry. This was a nonsexual relationship, and 
the patient’s conception of marriage was one 
that, for him, excluded children and, possibly, 
sex as well. What he wanted was a “pal” whom 
he could have “all for myself. I like children, 
but I like myself better.’’ From these facts we 
may conclude that this man sought a dependent 
narcissistic, oral relationship with a mother 
figure. As he stated in his interview at the 
other hospital, “I want to be taken care of, 
like a little girl.” To this end the patient be- 
came a transvestite. 

This hypothesis would account for the fact 
that, with his transvestism and his desire to be 
a girl, he never became a homosexual. He did 
not seek a passive love relationship with the 
father; indeed, he had never reached the de- 
velopmental level that might lead to such a 
wish. His desire was a completely dependent 
one for the mother, at the most primitive level. 
The possibility of genital sexuality was enough 
to threaten this sort of relationship. In order 
to defend himself against this threat, and thus 
solve his unconscious conflict, the patient, in 
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an impulsive violent outburst, possibly precipi- 
tated by some experience which he had either 
repressed or consciously withheld, and facili- 
tated by a prolonged alcoholic bout which 
weakened his defenses (and perhaps brought 
his oral cravings to the fore) castrated himself. 

Epilogue——The patient was discharged on 
Jan. 24, 1952. Needless to say, he continued 
to drink, and on Feb. 2, 1952 he was ad- 
mittecl to another hospital in an alcoholic, de- 
pressed state. Though the alcoholism cleared 
promptly, the depression persisted, and four 
EST were administered, with good results. 
After his discharge on Mar. 11, 1952, the 
patient made frequent phone calls to the doctor 
at that hospital, demanding re-admission, 
whining and complaining, and obviously drunk. 
Finally he returned to Bellevue on Apr. 6, 
1952, drunk and dilapidated but showing no 
overt psychotic trends. He was discharged on 
May 5, 1952, appearing very much as he had 
beforé—alert, cheerful, passive, and quite in- 
tact. 

On May 14, 1952 the writer received a 
letter from the patient, and early in June a 
telephone call, both attesting to the patient’s 
good adjustment; he appeared to be sober, and 


had been working on land. He has not been 
heard from since. 


CONCLUSIONS 


This case is, to our knowledge, the only one 
on record of a self-castration in an individu. l 
who was not frankly and clinically psychotic, 
though a “latent’’ psychosis may be postulate.|. 
A diagnosis is suggested, and a tentative dy- 
namic formulation is offered. 
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RARITY -OF CONCURRENCE OF PSYCHOSIS 
AND RHEUMATOID ARTHRITIS IN 
INDIVIDUAL PATIENTS* 


Report of a Case 


R. D. TREVATHAN, M.D. 
AND 
J. C. TATUM, MD. 


Psychosis and rheumatoid arthritis are clin- 
ical entities of high incidence and great 
chronicity. One would accordingly expect them 
to coexist in a large number of patients, but 
such coexistence is extremely rare. 

Gregg (3) states that among 3,000 autop- 
sies of pscychotic patients, the Massachusetts 
State pathologist noted no frankly arthritic 
joints. In 23 years, from 5,766 nonpsychotic 
patients, the Robert B. Brigham Hospital in 
Boston transferred only one case to the Boston 
Psychopathic Hospital. Nissen, in a visit to a 
state mental hospital, found no arthritics among 
2,200 patients, and in a group of 500 arthritics 
he found only 3 cases with coexistent mental 
disease. In all 3 of these cases the arthritis 
was due to gonococcal infection. Among 1,962 
patients at a state school for the feeble-minded, 
no patients bedridden or seriously handicapped 
by arthritis were feund (359 of these cases 
were more than 40 years of age). Based on 
these and other observations, Gregg advanced 
the idea that the placid, protected existence of 
mental patients might protect them from de- 
velopment of diseases known to be influenced 
by emotional stress and strain. 

Nissen and Spencer (4) concluded that the 
schizophrenic and the arthritic are very similar 
in personality structure, with the former escap- 
ing from reality by phantasy formation and the 
latter by somatic or physical pathways provid- 
ing functional disabilities. 

However, since many authors have observed 
the occurrence of psychotic episodes in a cer- 


* Pubished with permission of the Chief Medical 
Director, Department of Medicine and Surgery, Vet- 
erans Administration. The statements and conclu- 
sions of the authors are the result of their own 
studies and do not necessarily reflect the opinion of 
the Veterans Administration. 
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tain percentage of patients undergoing therapy 
with ACTH or cortisone for various conditions, 
it appears more likely that the metabolic im- 
balances present in psychotic patients (1), or 
some endocrinal disturbance, render these pa- 
tients impervious to the onslaught of rheuma- 
toid arthritis and, possibly, other collagenous 
diseases. Support of this view is found in the 
work of Dobriner and others (2), who dis- 
covered marked adrenal cortical dysfunction in 
one case of rheumatoid arthritis; and in the 
effect of pregnancy, attacks of jaundice, and 
administration of ACTH and cortisone in 
causing remissions of rheumatoid arthritic 
disease. 

The hospital with which the authors are 
associated is predominantly neuropsychiatric 
but has small medical and surgical services. 
The patients are almost exclusively Caucasian 
males. In this hospital, of 9,000 admissions to 
the various wards over a period of five years, 
there were 119 admissions of 80 patients 
(some patients had repeated admissions) who 
had a discharge diagnosis of rheumatoid ar- 
thritis of multiple joints or rheumatoid arthritis 
of the spine. 

Seventy-six of the 80 patients were normal 
mentally. Of the patients (4) admitted for 
psychiatric reasons, one had epilepsy plus 
rheumatoid arthritis of the spine, one was an 
alcoholic, and one had a diagnosis of psycho- 
neurosis. Only one patient was acutely psy- 
chotic and had active rheumatoid arthritis. 

Because of the rarity of concurrence of these 
clinical entities, this last case is presented in 
some detail: 


CASE REPORT 


J.H.S., a 34-year-old white male, was admitted to 
the hospital on Sept. 23, 1950. He is said to have 
demonstrated a low intellectual level since infancy, 
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and several members of his family are said to have 
been feeble-minded. He entered military service Jan. 
1, 1942 and was hospitalized for psychiatric study 
several times, -the last hospitalization resulting in his 
discharge from the service Feb. 10, 1943 with a 
diagnosis of psychosis with mental deficiency. Dur- 
ing that hospitalization he exhibited peculiar be- 
havior, perplexity, visual hallucinations, paranoid 
trends, and combative episodes. After discharge from 
the service he was hospitalized on three occasions be- 
cause of his mental condition, and the diagnosis of 
psychosis with mental deficiency was continued. 
Later, in 1949 and again in 1950, he was hospi- 
talized in another city for rheumatoid arthritis. At 
the time of his ‘last hospital admission he appeared 
inadequate, mildly perplexed, and of low intellectual 
level. He complained of pain in various joints. X- 
rays revealed rheumatoid arthritic changes involving 
the hands, wrists, elbows, knees, spine, and sacro- 
iliac joints. On physical examination he showed 
moderate enlargement of both knees with no heat, 
redness, or swelling. There was slight limitation of 
flexion and extension of the right elbow. He had 
a mild anemia. Sedimentation rate ranged from 13 
to 36 mm. per hour. ACTH, 10 mg. IM, q-6-h. for 
12 days, followed by cortisone, 100 mg. IM, daily 
for two days, was given, with no improvement of 
the symptomatology. On the second day of adminis- 
tration of cortisone the patient became very tense, 
agitated, restless and antagonistic toward other 
patients and the ward personnel. He expressed para- 
noid delusions which slowly subsided, along with 
improvement in his other mental symptoms, after 
coristone was discontinued. Chrysotherapy was begun, 
and considerable improvement was noted in the 
arthritic condition. The patient left the hospital 
without permission on July 12, 1951. Follow-up 
studies were done two months later, at which time 
the ex-patient was found to be neat and clean but 
nervous and restless. He was not working and there 
was evidence that he frequently drank alcoholic bev- 
erages to excess. He continued to complain of joint 
pain and was referred to a clinic for out-patient 
treatmenr. 


DIscussION 


The extreme rarity of cases in which psy- 
chosis and rheumatoid arthritis or rheumatoid 
spondylitis coexist has been a topic of com- 
ment, though the subject has not received the 
attention it would appear to deserve. The rea- 
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son for the apparent antipathy between ps:- 
chosis and rheumatoid disease is not know. 
Since it exists, however, one might advan ¢ 
the theory that the basic imbalance in stero 
production and/or metabolism that is belie, 
to exist in rheumatoid arthritis is blocked 

metabolic or endrocrinal changes accompanyi' 
the psychotic state. 

It may be significant that our patient, wh: < 
psychotic and exhibiting paranoid trends, h 
never been diagnosed as having schizophrer 
reaction. A review of the literature availal 
to us revealed no instance of concurrence 
schizophrenic reaction and rheumatoid arthri:: 
or rheumatoid spondylitis. 
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SUMMARY 


1. Statistical data illustrating the rarity of 
concurrence of psychosis and rheumatoid ar- 
thritis are presented, 

2. A review of 9,000 admissions to a pre- 
dominantly neuropsychiatric hospital disclosed 
only one case of concurrence of these two 
clinical entities. 

3. That case is presented and a theory ad- 
vanced concerning the cause of the rarity with 
which such cases are observed. 
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NEW YORK NEUROLOGICAL SOCIETY AND NEW YORK 
ACADEMY OF MEDICINE, SECTION ON NEUROLOGY 
AND PSYCHIATRY 


Joint Meeting, November 10, 1953 


James H. Wall, M.D., Chairman, Section on Neurology and Psychiatry, presiding. 


COLOR REACTIONS OF EPILEPTIC AND NORMAL SuB- 
jects. Dr. WiLtiAM D. VoorHEEs (by invita- 
tion) AND Dr. OsKAR DIETHELM. 

Observations on epileptic art, Rorschach tests, 
epileptic deliria and deteriorations have given the 
impression that red, yellow and orange have particu- 
lar significance for these patients. 

The following groups were studied: 32 epileptic 
patients who needed care in the Manhattan State 
Hospital because of deterioration or very frequent 
convulsions; 24 ambulatory epileptic patients without 
signs of deterioration, and 14 controls (female col- 
lege students). In the first experiment the three 
pictures of the Stanford-Binet scale and Bobertag’s 
picture of “blindman’s buff’, all in color, were 
shown. Among the deteriorated patients, colors were 
mentioned spontaneously by 28 per cent, among 
ambulatory patients by 12 per cent, and among con- 
trols by 7 per cent. 

There was no special color attraction, except to 
red by the deteriorated group. There was no indica- 
tion that the significance of color was altered. A 
color performance test, using Munsell Matched 
Colors, with different brilliance and intensity of hue 
indicated the same preference in epileptics and non- 
epileptics, i.e., in order of choice of blue, green, 
red, purple and yellow. 

Discussion —Dr. DONALD J. Simons: I think that 
most of us have seen comments to the effect that 
painters like van Gogh who had some type of mental 
illness, possibly epilepsy, are predisposed to brilliant 
colors. Many of his paintings show very brilliant 
yellow. 

Apparently, the work of Drs. Voorhees and Diet- 
helm demonstrates that the use of such coloring is 
a feature of the individual and not a feature of any 
disease process. 

Dr. RICHARD M. BRICKNER: Dr. Diethelm men- 
tioned that the deteriorated patients studied were at- 
tracted to red. Are other patients also attracted to 
it? Is it perhaps a matter of the conspicuousness of 
ted? Are not children in general attracted to red, 
or stimulated by it? 

Dr. ALEXANDRA ADLER: I should like to recall 
the experiments of Dr. G. Engerth and O. Poetzl 
in Vienna with relation to the paper presented this 
evening; when they examined children as well as 


brain-injured patients and studied them, a definite 
tendency on the part of children as well as brain- 
injured patients was seen to avoid the color of blue 
in their drawings. 

Dr. DIETHELM: In reply to Dr. Brickner’s ques- 
tion in régard to children’s reaction to red, I cannot 
offer any information. 

In reply to his question about deteriorated patients, 
our advanced cerebroarteriosclerotic patients did not 
react like epileptics to the color red. 

As far as Dr. Adler's reference to Dr. Poetzl’s 
findings, I cannot answer that, except in our group 
we had no patients who had brain injuries. 

Dr. Simons’ point is of considerable interest; I 
had the same impression as Dr. Simons had. For- 
tunately a year ago a very complete publication ap- 
peared which gave the medical observations during 
the various confusional states of van Gogh. I was 
surprised to find when I read these studies that the 
brightest yellows did not appear when he was in 
the confused states and when his psychosis was in 
the progressive stage. We would expect in the state 
of confusion that the pictures would have the bril- 
liant yellow for which he was famous, but some- 
times in those periods when he was confused he 
used subdued colors. 


SUCCINYLCHOLINE CHLORIDE AND GALLAMINE IN 
ELECTROSHOCK THERAPY: A COMPARATIVE 
STUDY WITH SPECIAL REFERENCE TO CARDIO- 
DYNAMICS. Dr. WILLIAM H. Lewis, Jr. (by 
invitation), Dr. D. JEANNE RICHARDSON (by 
invitation), AND Dr. LAWRENCE H. GAHAGAN. 


A comparison of succinylcholine chloride and gal- 
lamine in EST shows that, while both are effective 
neuromuscular blocking agents, succinylcholine pos- 
sesses a number of advantages: (1) considerable 
saving in time due to its quicker action and more 
rapid recovery; (2) a more predictable dose-response 
relationship which helps to achieve maximal muscle 
relaxation without overdosage; (3) ease of detec- 
tion of the time of onset of maximal relaxation since 
this occurs as soon as the muscle fascinations pro- 
duced by the drug have subsided; (4) less production 
of mucous secretion in the respiratory passages as 
compared with gallamine, especially when gallamine’s 
antagonist edrophonium is also used; (5) greater 
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acceptability of succinylcholine by the patient who 
awakens sooner and less drowsy; and, finally (6) 
the generally decreased risk which is associated with 
a shorter over-all period of absent or impaired re- 
spiration. 

In 70 of 91 modified treatments the electrocardio- 
gram was recorded continuously before, during and 
after treatment. Satisfactory tracings were obtained 
except during electric stimulation when the ECG 
was obliterated; however, the rate and rhythm of 
the heart could be detected by precordial ausculta- 
tion during this period of electric interference. Car- 
diac arrhythmias, which were mostly premature ven- 
tricular contractions sometimes associated with coup- 
ling, occurred in over one-third (37 per cent) of the 
treatments during the post-stimulus phase. None of 
the arrhythmias were considered to be daagerous, 
and their appearance might be delayed for as long 
as 3 minutes after the electric stimulus. 

An unexpected finding was the occurrence of car- 
diac arrhythmias in 7 instances, involving 3 patients, 
who had received preliminary medication of 2.4 mg. 
of atropine sulfate intravenously (which is sufficient 
to abolish completely the vagal control of the ventri- 
cular rate). This points to the existence of an extra- 
vagal factor of unknown origin in the production 
of post-seizure cardiac arrhythmias in EST. Since 
in 6 of these 7 instances the patient was well oxy- 
genated at all times during the treatment, it would 
appear that the cause is not hypoxia. Perhaps the 
sympathetic division of the autonomic nervous sys- 
tem is implicated. 

Discussion —Dr. LoTHAR B. KALINOWSKy: Re- 
search in the field of fracture prevention in convul- 
sive therapy is of undeniable importance. I fully 
agree with the authors that curare and its derivates 
did not fulfill the condition of safety. Fatalities in 
ECT under curarization were all too frequent and in 
my own experience the only fatality I ever had in 
an unusually large number of electric shock treat- 
ments occurred in one of the relatively few cases 
I treated under curare. 

I should like to ask the authors whether they 
compared their electrocardiograms with the electro- 
cardiograms of patients treated with ECT without 
any premedication, where in the experience of most 
workers such arrhythmias do not occur. Also, 
whether the fact that vagus blockage with atropin 
reduced but did not eliminate arrhythmia entirely is 
considered by them as evidence that there is a myo- 
cardial damaging effect of the drug. 

Dr. WittiAM Hott, Albany, N. Y.: I enjoyed 
the paper of Dr. Gahagan and his associates and 
would like to bring to your attention that a similar 
kind of study of the cardiovascular response was 
reported at the American Psychiatric Association 
meeting last May, (1953) in Los Angeles, by W. K. 
Nowill, W. Wilson, and R. Borders, from Duke, 
who took electrocardiograms on approximately 120 
different patients given treatment with succinylcholine 
chloride. Their 42.5 per cent incidence of cardiac 
irregularities was, I think, significantly less than that 
reported here tonight. 





Dr. Epwin J. DEBEER: Succinylcholine probab!y 
first exerts a depolarizing and then a competitive 
reaction; d-tubo-currarine is apparently chiefly a com- 
petitive inhibitor, yet both compounds produce 
similar result. In other words, there is more th 
one way to produce a myoneural blockade of clin- 
ical value. 

Myoneural blocking agents in clinical use tod. 
are highly specific in action. For example, succin 
choline has an intense action on the myoneural ju:c- 
tion but leaves unaffected the similar cholinerzic 
mechanism of the ganglion. 

With respect to the action of these drugs on te 
heart and the circulation, I can speak only from 
laboratory experiments. Most of our work has been 
done on cats anaesthetized with barbiturates. Siic- 
cinylcholine had no effect on the EKG of cats which 
were receiving large paralyzing doses of the drug. 
When anoxia was permitted to develop a rise in 
blood pressure resulted, as was expected. When 
anesthesia was very light, surgical manipulation pro- 
duced increases in blood pressure since many ‘e- 
flexes were still in action. Succinylcholine does not 
abolish these reflexes and again a rise in blood 
pressure is to be expected. 

Dr. THEODORE R. Rosie: There are variations 
between machines. Will Dr. Gahagan tell us what 
apparatus was used, and secondly, since the fact 
was not stated, are we to assume there were no 
deaths in this series? 

Dr. Davin J. Impastato: The authors have 
presented a stimulating paper. I believe there is 
no question in anybody’s mind that in electroshock- 
therapy at times, though rarely, we do need muscle 
relaxation. I do not recommend succinylcholine 
chloride (SCC) for routine use, especially if one 
employs for the convulsion an apparatus such as 
the Reiter, which produces a gradual and controlled 
coavulsion. 

Dr. GAHAGAN: In reply to Dr. Robie’s questions, 
we used the Medcraft ECT unit model B-24. Also 
there were no deaths during treatment. Unfortunate- 
ly there was a death by suicide after treatment. 

With reference to the high incidence of cardiac 
arrhythmias in EST reported here, this is comparable 
to that found by Dr. Bankhead and his associates at 
the University of Texas. Incidentally they also re- 
ported two deaths in EST. 

We too were very much surprised to find these 
cardiac arrhythmias despite the preliminary use of 
2.4 mg. of atropine sulfate by vein. But it is a fact 
that this degree of atropinization did not prevent 
the arrhythmias, which were mostly premature ven- 
tricular contractions and not considered dangerous. 
This happened in 7 instances involving 3 patients 
and with both succinylcholine and gallamine. 

Dr. WittrAM H. Lewis, Jr.: For the past ten 
years as consulting cardiologist at Rockland State 
Hospital I have had the opportunity to take part 
in a program of developing a more active electro- 
cardiographic service. At first there was a consider- 
able reluctance to give electroshock therapy to pa- 
tients over 50 years because of supposedly unfavor- 
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able cardiovascular effects. As experience with elec- 
troshock therapy in older patients was gained, the 
age limit, so to speak, was raised. In all cases we 
must weigh the risk of treatment with the risk of 
the untreated psychiatric illness. 

It is a great help to us who must make decisions 
about electroshock therapy in the presence of cardio- 
vascular disease to realize that one has the pro- 
tection of these agents which mitigate some of the 
dangers of treatment. * 


STUDIES ON MESCALINE: ITs ACTION OF THE 
CLINICAL AND BRAIN WAVE PATTERNS OF 
SCHIZOPHRENIC PATIENTS. Dr. HERMAN C. B. 
DENBER, Dr. SIDNEY MERLIS AND Dr. WAL- 
LACE HUNTER (all by invitation). 


The action of mescaline sulphate on the clinical 
and brain wave patterns of 25 schizophrenic patients 
was investigated. Clinically there was a primary 
emotional reaction in 15 patients and a primary idea- 
tional reaction in 10 patients. The electroencephalo- 
gram showed a decrease or disappearance of alpha 
waves in 20 patients, an increase in 4, and little 
change in 1. The reaction to mescaline following 
electroconvulsive treatment differed only in degree 
and intensity from that seen before therapy. Since 
mescaline can suppress the alpha waves, as well as 
high voltage burst and spike-wave activity, it is felt 
that this drug acts upon the diencephalic centers. 
It is, therefore, postulated that the ‘“‘mescaline psy- 
chosis” results from an interruption of the cortico- 
diencephalic pathways. 


Discussion —Dr. Paut H. Hocu: Dr. Denber 
and his associates presented a very interesting paper 
in which they confirmed the known fact that there 
is no correlation between EEG findings and mental 
activity under mescaline, and the same is true if 
we use other drugs, for instance, lysergic acid. 

How mescaline acts, whether in a diffuse way or 
a localized way, we do not know. One thing, how- 
ever, is known: that these drugs act preeminently 
on the nervous system. If we introduce mescaline, 
if we inject it into the spinal canal, the mescaline 
psychosis occurs instantaneously in every respect. 
Therefore the drug is absorbed and anchored in the 
nervous system nearly immediately. This is an im- 
portant finding because some people tried to explain 
the mescaline action through some intermediary pro- 
duct which is produced in the liver. It will interest 
you if you want to stop the mescaline effect on a 
patient and you give this patient electroshock, the 
electroshock is ineffective. A patient who has a 
mescaline psychosis is not stopped by electroshock. 

Dr. DENBER: Insofar as we know, this present 
study is the first to show the site of action of mes- 
caline in a purely objective fashion. I presume that 
it would be more appropriate to state that the mes- 
caline psychosis is primarily the result of a diffuse 
subcortical action, involving not only the thalamus, 
but the brain stem as well. The cortex assumes only 
a secondary role. It may well be that the inability 
of psychosurgery to produce permanent results stems 
from the incorrectness of the assumption that the 
cortex. is primarily involved. 





NEW YORK NEROLOGLCAL SOCIETY AND THE NEW YORK 
ACADEMY OF MEDICINE, SECTION ON NEUROLOGY 
AND PSYCHIATRY 


Joint Meeting, December 8, 1953 


Richard M., Brickner, M.D., President, New York Neurological Society, presiding. 


CONGENITAL INSENSITIVENESS TO PAIN. Dr. Moses 
J. MADONICK. 

Generalized insensitiveness or indifference to pain 
may occur in three groups of cases, namely, the or- 
ganic, the psychologic and the congenital. Schilder 
explained the “pain asymbolia” of the organic cases 
on the basis of a lesion in the dominant supramar- 
ginal gyrus. Rubins and Friedman postulated a de- 
fect in transcordical or integrative function. In the 
psychologic group, lack of appreciation of pain may 
occur in the psychoses, especially catatonic schizo- 
phrenia, in hysteria and in hypnotic states. The con- 
genital group has pain insensitivity without any other 
neurologic signs. A case of congenital pain indiffer- 
ence is described in a 38 year old colored woman. 
She had had no pain “when I cut myself with a 
knife since I can remember. I never had a head- 
ache. I have no toothache.” Neurologic examination 


disclosed besides the indifference to pin prick, a lack 
of appreciation of taste and indifference to threaten- 
ing gestures. No pain was produced by muscle 
ischemia, by the injection of saline intramuscularly, 
by electrical stimulation of muscle. No headache was 
produced by histamine intravenously. No alteration 
of pulse rate or blood pressure was produced by 
placing the hand for ten minutes in ice. Electro- and 
pneumo-encephalography were normal. Skin biopsy 
revealed no changes in the cutaneous nerves. It is 
interesting to note that this patient had abdominal 
discomfort. Such dissociation between visceral and 
skin pain has been noted previously. It is not known 
whether the congenital indifference to pain is based 
on organic changes of the brain since no cases have 
been studied histologically. The indifference to pain 
may resemble such conditions as color blindness and 
word deafness. 
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Discussion —Dr. BERNARD L. PACELLA: Dr. Mad- 
onick is to be complimented for a most thorough 
study of his patient, and for a comprehensive review 
of the literature. At the Neurological Institute we 
have had the good fortune of having seen three 
cases of congenital indifference to pain in the past 
few years, all in children. Dr. Poser, a Resident at 
the Neurological Institute, has conducted careful 
neurologic testing of these children and the findings 
are pretty much the same as described by Dr. Mad- 
onick and others. I might add that the children 
showed no significant disturbances in other specialized 
sensory areas, such as gross temperature sense, tac- 
tile, proprioceptive, auditory and vibratory sensa- 
tion, spatial orientation, visual sensation and color 
perception. Psychologic testing did not reveal any 
impairment, so far as can be determined, of the 
body image. Therefore, the insensitivity to pain, or 
“pain asymbolia,” as Schilder called it, did not 
seem to us to be a failure to associate the perceptual 
experience with body image, but as a failure in the 
specific perceptual experience itself. An interesting 
question might be brought up at this point, namely, 
if a patient has never experienced pain, how can 
he experience the absence of pain? What is his 
conceptualization of pain when he is asked about 
it? 

Dr: Epwin A. WEINSTEIN: I enjoyed hearing Dr. 
Madonick’s paper very much, and I think his case 
is interesting. If you found a lesion of the supra- 
marginal gyrus in this patient I think many people 
might have attributed absence of pain to that. I 
wonder why these cases are called congenital absence 
of. pain. ; 

Dr. LAWRENCE H. GAHAGAN: I should like to 
ask what happens to the children who lack apper- 
ception: of pain. I suspect most of them do not 
grow up. What is the outcome of these cases? 

Dr. Maponick: In reply to Dr. Weinstein’s 
question, I believe the condition is congenital for 
the reason that the patient has always had it. Color 
blindness and word deafness are somewhat similar 
conditions, and they are not necessarily noticed at 
birth, and still we call them congenital. Dr. Ziegler 
told me of a case at the Neurological Institute where 
at the age of four months they diagnosed this con- 
dition. I wish that he would say a few words about 
that. 

Dr. ABRAHAM M. RABINER: This classification of 
organic, psychogenic and congenital is misleading. 
Instead of ‘congenital’, I would prefer the term 
“agenesis” or lack of development, or malformation. 
Pain is the mechanism that informs us of trouble 
within the body physical make-up whereas touch 
and repetitive touch vibration as well as all other 
avenues of waves of stimuli entering through the 
sensorium, acquaint us with the varying and multi- 
form alterations in the environment. Sectioning a 
single pathway in the cord does not interrupt any 
of these channels. Dr. Browder has cut the posterior 
column tracts as well as the contralateral tracts in 
the ventral cord quadrant, and the patient continued 
to appfeciate touch and vibration. Pain, on the other 
hand, can be completely interrupted by sectioning 


the spino-thalamic tract. I do not recall total [:- 
lateral loss of pain perception on an organic bas's 
without a psychogenic component present. 

It is probable that absence of development of t 
cortical structures normally present for appreciati 
of pain and temperature stimuli may occur. 

Dr. Henry Atsop RILEY: Under ordinary « 
cumstances most neurologists believe that conscioi s- 
ness of pain is appreciated at the thalamic ley 
that there is a certain amount of consciousness « 
cerned with pain which is mediated at the thalar ic 
level. The factor of pain-consciousness contribu 
by cortical activity is the appreciation of the degr 
of pain, the appreciation of the sharpness of the ; 
prick, and not the actual pain produced by 
stimulus, which is registered at the thalamic le\ 
Whether these disturbances of pain appreciati.n, 
pain asymbolia, are dependent upon alterations 
the posterolateral or posteromedial portions of 1\ 
ventral thalamic nucleus which receive the spi. 
lemniscus, or whether they are in the connections 
a somewhat higher level, in the intrathralamic 
sociations, I do not know, and I do not think ti: 
anybody will ever find out. 

Dr. Dewey ZIEGLER: I saw an eleven month old 
infant with this condition at the New York Neuro- 
logical Institute. The child was discovered to have 
no sensitivity to pain when it began to attract its 
parents’ attention by chewing its fingers and tongue 
and banging its head on the wall. The child was 
average or above in general development and per- 
formance. On testing it showed no withdrawal from 
pin prick or painful heat stimuli. This fact is in- 
teresting since it is thought that flexion withdrawal 
from noxious stimuli is independent of the nervous 
system rostral to the spinal cord. 

As far as prognosis is concerned, when we were 
discussing this case, we wrote Dr. Frank Ford about 
the outcome of the cases he reported in 1939 (Ford, 
F. R., and Wilkins 1., Congenital universal indiffer- 
ence to pain, Bull. Johns Hopkins Hosp., 62: 448. 
1938), and he gave the interesting fact that one of 
his patients had died of a ruptured appendix and 
painless peritonitis, another had suffered a painless 
fracture of the leg in the course of a football game. 

Dr. RICHARD M. BRICKNER: Do you believe that 
there are variations in the degree of pain perception 
or sensitivity, or is it an all-or-none matter ? 

Dr. Maponick: I think there are variations; there 
must be variations. 

Dr. BRICKNER: Dr. Libman years ago used to 
press the mastoid process as a test of pain sensitivity. 
I remember a woman with a broken rib who had 
only the most meager pain; it was through that 
we discovered she had generally reduced pain sensi- 
tivity. 

Dr. Maponick: To Dr. Rabiner I wish to say 
I did not imply that there might not be any or- 
ganic change in the brain; I do not know, and I 
do not think anyone else states that. It is con- 
genital, it is probably related to the conditions of 
color blindness and word deafness; both of tise 
are congenital, and I think it belongs to that grov». 
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MEASUREMENT OF KNEE JERKS IN “SPASTICITY”. 
Dr. PuHitip S. BERGMAN, Dr. GERALD G. 
HIRSCHBERG (by invitation) AND Dr. MorTON 
NATHANSON. 


itnee jerks were measured by recording the electro- 
mvogram on an oscilloscope after a constant stimulus. 
“Reinforcement” was also studied by a modification 
oi the Jendrassik maneuver. The subjects were nor- 
me! controls and patients with spastic paralysis 
(icemiplegia and paraplegia). Quantification of the 
relex was possible by this method. Normal re- 
flexes were characterized by variability in amplitude 
from time to time and by significant increase with 
renforcement. Reflexes in spastic limbs varied little 
or not at all and were relatively unaffected by rein- 
forcement. The reflexes on the unparalyzed side in 
the hemiplegic resembled those of the affected side, 
rather than those of normal subjects. These results 
are discussed in terms of the measurement of ‘“‘spas- 
ticity” and the mechanisms of reinforcement. 


Discussion—Dr. Harry GRUNDFEST (by invita- 
tion): The knee jerk is a favorite and an import- 
ant tool of the physiologist because at least a con- 
siderable portion of the response represents a mono- 
synaptic reflex, a reflex which is mediated by only 
one junction, the afferent activating the motor neuron 
directly. This is true, I think, very considerably, 
although not entirely, and the fact that it is very 
considerably true enables use of this reflex to examine 
the function of the nervous system at its simplest 
level, at the monosynaptic arc, and particularly as 
the authors have done in the paper, to study the 
influences from other spinal levels. The enhance- 
ment: of the reflex is generally viewed as a decrease 
of inhibitory downflow and at least in many animals 
is a general phenomenon following transection of 
the neuraxis at even the lowest proximal levels. 

Dr. S. BERNARD Wortis: This is an important 
clinico-physiologic contribution and again demon- 
strates that a unilateral brain lesion can cause altera- 
tion in reflex, motor, and sensory function on both 
sides. Our present day clinical challenge is to de- 
velop finer clinical tools to detect such alterations— 
and such knowledge would help us to better under- 
stand the neurologic and the psychiatric patient. 

Dr. JOHN H. SCHARF: Since emotional stress has 
been mentioned as one of the modalities of bring- 
ing about ‘reinforcement’, may we assume that the 
patients tested in this work were under considerable 
stress because of their disabling illnesses and that 
this emotional factor had already brought about an 
increment in the activity of the knee jerk and that 
this was clinically evident in the increased reflex of 
the spastic limb even before the experiment was 
applied ? 

Dr. NATHANSON: I would not like the audience 
to leave with the idea that every hemiplegic’s sup- 
posedly normal side showed reflex abnormalities. 
We have studied hemiplegics where the so-called 
normal side was within normal limits, according to 
these conditions of testing. However, abnormalities 
of the uninvolved side were found in approximately 


28 out of 40 hemiplegics and that is significant. 
Another clinical point probably noted by almost 
everybody in the audience is that patients with 
apraxia due to lesions in the dominant hemisphere 
show the dysfunction in the ipselateral hand. 

Dr. THEODORE J. C. VON StorcH: I think all 
clinicians have again and again observed varying 
degrees of knee jerks in partially paretic patients, 
and the matter of degree should be taken very care- 
fully into consideration. I would not want to leave 
the group here with the idea that it is impossible 
to reinforce reflexes in hemiplegic patients, which is 
generally not true. 

Dr. Louis BERLIN: Everybody is aware that 
sometimes in a spastic paretic extremity one can 
very readily elicit ankle clonus, and at other times 
it requires considerable repetition of the stimulus to 
evoke clonus. I think from this simple clinical ob- 
servation it is apparent that reinforcement of the 
response can occur in the spastic extremity. 

Dr. Jos—EPpH Mo paver: I feel that it is im- 
possible to duplicate the result on the same patient 
from day to day by using skin electrodes and there- 
fore it would also be almost impossible to compare 
the results from different patients, and different 
clinical conditions. The use of surface electrodes 
may give an over-all idea about the condition of the 
muscle, but that would be a very rough estimate, and 
I still wonder whether it gives us more informa- 
tion than a good clinical examination. I think that 
in order to get a good qualitative evaluation of the 
reflexes with electromyographic studies it would be 
better to use needle electrodes, either monopolar or 
bipolar. 

Dr. BENJAMIN ROSENBLUTH: These tests and 
responses were under given conditions and always 
remained the same. I think every clinician changes 
the condition of taking reflexes in the paretic or the 
uninvolved side. Every clinician I know of has 
particular tricks in bringing out reflexes, and you 
cannot compare the clinical method of taking re- 
flexes with those of the laboratory. In doing lab- 
oratory work the condition can be controlled, and 
we do not have that in the clinic. 

Dr. PHitip S. BERGMAN: About the question of 
maximum stimulation, I am sure that we could get 
it, but it would be difficult to quantify. 

About the repeatability of these experiments: they 
can be repeated over the course of time, and we 
have done so. 

In regard to bilateral effects from a unilateral 
lesion, it is probable that nothing affects the nervous 
system unilaterally. An injury to the nervous sys- 
tem always has widespread effects; the problem is to 
develop methods sensitive enough to detect them. 


THE RELATION OF PAIN THRESHOLD AND PAIN IN- 
TENSITY TO THE PHENOMENON OF EXTINCTION. 
Dr. Louis BERLIN, Dr. HELEN GOODELL (by 
invitation), AND Dr. Harotp G. WoLrFF. 


Extinction demonstrates a general principle of per- 
ceptual function. It is an expression of the per- 
ceptual dominance of one stimulus over other simul- 
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taneously acting stimuli. This phenomenon is brought 
into focus by conditions of the nervous system which 
alter sensory thresholds. 

This formulation of the mechanism of extinction 
is supported by evidence from both normal subjects 
and those with lesions resulting in sensory defects. 
In normal subjects, extinction of a mildly painful 
stimulus can be effected by the simultaneous appli- 
cation of a more intense painful stimulus. In sub- 
jects whose pain thresholds are elevated as a result 
of a neural lesion, application of equally noxious 
thermal stimuli to normal and hypalgesic areas re- 
sults in extinction of sensation in the hypalgesic 
area. Pain is then perceived only in the normal 
area. However, even in the presence of raised sen- 
sory thresholds resulting from neural lesions, extinc- 
tion of sensation from either the normal or hypal- 
gesic area can be effected. This can be achieved by 
the application of stimuli sufficiently different in 
their intensities as to make an intense stimulus 
capable of extinguishing the other weaker stimulus. 

In those clinical states in which extinction of pin 
prick is demonstrated by stimulating corresponding 
contralateral areas, these studies indicate that extinc- 
tion is a result of the differences in pain thresholds 
of the two areas. The differences in the pain thresh- 
olds of areas exhibiting extinction vary widely. 

When a lesion of the nervous system reduces the 
effectiveness of afferent impulses on the central ex- 
citatory state, impulses coming from normally inner- 
vated areas become propotent and the phenomenon 
of extinction is readily exhibited. 

Discussion—Dr. Morris B. BENDER: First, I 
want to say that extinction is based on the princi- 
ple of sensory interaction. As for our own experi- 
ences, we worked with lesions in the parietal lobe. 
We made extensive studies on patients with lesions 
not only in the cerebrum, but in other parts of the 
nervous system as well. We would have liked to use 
your instrument, but it cost too much money. In- 


stead we had to depend on weighted pins and the 
like to try to make controlled studies. We investi- 
gated patients with parietal lobe lesions, but we a'so 
investigated patients with defects as a result of le. 
sions of the nervous system below the level of the 
cerebrum. Extinction was less frequent in lesions of 
the spinal cord, and in lesions of the spinal roots 
and peripheral nerves we found very few instan-es 
of this phenomenon. I wonder whether you tried 
your method in cases of lesions of the periphe-al 
nervous system and whether or not you found «x- 
tinction in such cases. My second question is whetlier 
you have taken into consideration the phenomenon 
of adaptation. 

Dr. MoRTON NATHANSON: I am not quite clear 
as to whether the authors are submitting pain thre<h- 
old changes as an explanation of the phenomenon 
of extinction. If so, how does one explain extinction 
of touch stimuli? 

Dr. PHILip S. BERGMAN: What is the pain thresh- 
old on the unaffected side in comparison with nor- 
mal subjects? 

Dr. JOSEPH MOLDAVER: I would like to know 
whether the authors have done any study on the 
threshold of first and second pain sensation. I realize 
that this is a very difficult point, but at times one 
finds a dissociation between fast and slow pain; 
the threshold probably could be studied. 

Dr. BERLIN: We, too, have not found extinction 
clinically as prominent in peripheral nerve lesions 
as it is in cerebral lesions. In patients with peri- 
pheral nerve lesions at one particular period of test- 
ing their threshold is relatively fixed, whereas in 
patients with cerebral lesions the pain threshold did 
vary on the hypalgesic side. In response to the ques- 
tion of adaptation, we did observe that adaptation 
sometimes occurs, though noting, however, in re- 
peated stimulation of the hypalgesic side the pain 
threshold tends to approach normal rather than to 
be elevated by this technique. 





NEW YORK NEUROLOGICAL SOCIETY AND NEW YORK 
ACADEMY OF MEDICINE, SECTION ON NEUROLOGY 
AND PSYCHIATRY 


Joint Meeting, January 12, 1954 


Morris B. Bender, M.D., Secretary, Section on Neurology and Psychiatry, presiding. 


THE USE OF PSYCHOTHERAPY FOR SERIOUSLY Dis- 
TURBED PATIENTS. Dr. WILLIAM K. Mc- 
KNIGHT (by invitation). 

The application of various psychotherapeutic tech- 
niques in the treatment of patients who are seriously 
disturbed and most effectively treated in the hos- 
pital setting is presented and summarized from a 
study of clinical material representing a series of 
20 cases under treatment at the New York Hospital, 
Westchester Division. 





A comprehensive bibliography is referred to in 
evaluating various psychotherapeutic objectives and 
the continued need for further understanding of 
therapeutic goals is discussed. Emphasis is placed 
on the desirability of utilizing present knowledge 
of psychotherapeutic principles in a more widespread 
manner while further research is carried on and in 
utilizing such techniques to help patients to relate 
to reality situations with improved motivation and 
in increasingly effective ways through periods of 
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disturbed behavior. Careful diagnosis and dynamic 
study, the judicial use of group and cultural facili- 
tics within the hospital environment and the use 
of electroconvulsive treatment when indicated are 
related to individual psychotherapy which is based 
on the development of a flexible, individualized 
physician-patient relationship, utilizing suggestion, 
re-education, directive control, interpretation and 
support. Combined with appropriate physical and 
nursing care as well as with detailed analysis and 
gradual modification of contributory or complicating 
family attitudes a psychotherapeutic approach as 
described is found to enable the patient to gain 
maximum hospital benefit and to achieve through 
his hospitalization a meaningful and constructive 
experience leading to a more stable personality ad- 
justment. 

Discussion—Dr. RoBertT B. McGraw: I should 
like to underline some of Dr. McKnight’s remarks 
which struck me as significant and important. They 
are as follows: “In respect to the background the 
underlying maturity of the human personality must 
be gauged in the final analysis not solely in terms 
of freedom from crippling anxiety and fear, but by 
the achievement of a sense of personal and social 
values which is compatible with the basic biologic 
characteristics of the individual’ Then further, “the 
methods by which the therapist through his person- 
ality applies the theories and projects of scientific 
research constitutes the art of medicine, and as such, 
becomes the definitive source of psychotherapy.” 
“The combination of good physical care, nursing 
attention, and medical treatment with psychotherapy 
provides the best opportunity for clinical response.” 

In respect to the details of treatment which is a 
matter that many therapists find most difficult to 
record and relate to others, to their colleagues par- 
ticularly, either by word of mouth or by written 
note, I think that Dr. McKnight has been able to 
relate these rather well to us here tonight. He says: 
... “This procedure provides the patient with an 
orientation of the therapist’s scope of interest and 
creates a beginning frame of reference as to the 
significance of experience and personal values.” I 
found myself in very general accord with the methods 
described, and again wish to congratulate Dr. Mc- 
Knight. 


INTENSIVE DyNAMIC PSYCHOTHERAPY OF DEPRES- 
SIONS. Dr. RICHARD N. KOHL (by invitation) 
AND Dr. FREDERIC F. FLACH (by invitation). 


During the past three years, investigators at the 
Payne Whitney Clinic of The New York Hospital 
have studied depressed patients with a generally 
poor prognosis and have found that they may re- 
spond favorably to intensive psychotherapy when 
carefully selected and treated under optimal circum- 
stances. Some degree of success in the patient's pre- 
illness life adjustment and the full cooperation of 
his responsible relatives are considered to be import- 
ant criteria of selection. Uninterrupted treatment 
within a hospital affords protection, planned _ acti- 
vities, control of dynamically significant environ- 


mental factors aad careful observation of psycho- 
pathologic changes. Electro-convulsive therapy may 
be used as an adjunct to psychotherapy for the pur- 
pose of eliminating those symptcms which seriously 
interfere with progress. The goal of treatment is not 
merely recovery from the immediate depression but 
is the prevention of future recurrences of the illness. 

Since preventive traetment and deep analysis of 
manic-depressive reactions are generally considered 
to be of little or no value, a patient of this type was 
selected for treatment as outlined above: Various 
therapeutic techniques including free association and 
dream analysis were utilized in the investigation and 
analysis of his clinical elations and depressions. 
Treatment continued without interruption during ex- 
acerbations and remissions of his symptoms. When 
the patient recovered from his depression, intensive 
psychotherapy was directed specifically toward the 
modification of those personality features which he 
recognized as potential sources of future depressions. 

Discussion—Dr. S. BERNARD Wortis: I cannot 
help but feel that many of my remarks will identify 
me as a B. C. (Before Convulsions) Therapist. The 
present-day tendency by some, of shocking people 
first, and sometimes finding what ails them later, is 
a sad commentary on our times. Equally sad is the 
individual who has been treated outside a hospital 
with such intensive psychotherapy that the patient 
injures himself, while the psychiatrist is concerned 
with the more microscopic dynamics of the illness. 1 
speak of this feelingly because those of us on acute 
hospital services see such patients admitted. The 
authors of this paper speak of therapeutic results 
in terms of “prognosis for life’’ after adequate psy- 
chotherapy. We urgently need data regarding the 
long term effects of intensive treatment of such pa- 
tients. 

Another point comes to my mind; the authors say 
that the electroshock therapy may be used at the 
termination of intensive psychotherapy when the pa- 
tient has gained adequate insight, but still faces a 
prolonged state of mild depressive convalescence. My 
question is why give electroshock therapy if the in- 
sight is adequate after intensive psychotherapy ? 

Dr. OsKAR DIETHELM: The treatment as carried 
out by Dr. Flach and superised by Dr. Kohl may at 
the present time be considered as research work. I 
agree with Dr. Wortis, when I look back on my own 
experience of cases published, and followed carefully, 
there are some cases I treated in 1929 with a moder- 
ate type of intensive psychotherapy who have re- 
mained in good health ever since. On the other 
hand, as most of you unfortunately know, every year 
we get a few reports of former patients who have 
terminated their lives in suicide. The longer you 
live, and the bigger practice you have, the more 
cases like this you get. 

The next point involves a statement which always 
interested me which Freud mentioned in the intro- 
duction to his dream book, where he quoted Grie- 
singer’s third edition of his textbook (1871) stating 
that in dream and in psychosis, wish fulfillments and 
dynamic factors are clearly revealed. I felt we should 
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at least see whether we could not get some better 
understanding by aggressively analyzing patients 
when they suffer a great deal, at the period when 
we usually are taught not to push too much. 

Dr. RICHARD N. KOHL: It is true that the patient 
recovered from his depression, but those features of 
his personality which dynamically contributed to his 
illness persisted throughout that period of relative 
well-being. At the present time the goal of treat- 
ment is to alter these features sufficiently to prevent 
a recurrence of the illness. 


SOPHOCLES CONTRA FREUD. A RE-ASSESSMENT OF 
THE OEpDIRUS COMPLEX. Dr. IAGO GALDSTON 
(by invitation). 


The most distinguished and original element in 
the Freudian system is the Oedipus complex. Freud 
considered it his unique discovery. However, he mis- 
read the tragedy of “Oedipus Rex’ and drew certain 
psychological lessons therefrom which are not there. 

Freud based his elaborate deductions on only one 
of the three plays Sophocles whote on Oedipus. 
“Oedipus Rex”, however, mirrors but a portion of 
the “crimes and punishment of the House of Lab- 
dacus.” The incest of Oedipus was in effect the 
midpoint of the tragedy. It was consequent to the 
crimes of his parents. 

In “Oedipus Rex’, Freud saw what he took to be 
a universal phenomenon: the desire of the young 
child to have incestuous relations with his mother, 
and to destroy the father who stood in the way. On 
this assumption Freud built an intricate superstruc- 
ture of involving the so-called castration fear, the 
resolution of the Oedipus complex, the flowering of 
the superego. 

Patricide and incest are heinous crimes. But the 
burden of “Oedipus Rex’ is the utmost depths of 
degradation to which the son may be reduced by the 
father unmindful of his moral obligations. The 
patricide and incest of Oedipus were not Ais crimes, 
but the dire consequences of the guilts of his 
parents. 

There is nothing in “Oedipus Rex” to justify 
Freud’s contention that the play expounds the uni- 


versality of the infantile incest wish. It teach 
another lesson, one that reflects on father rather th 
son, that has to do with moral fortitude, lov - 
charity and mercy, rather than with sexuality a: 
infantile incest longings. 

Yet it was Freud who linked the Sophocle. ; 
tragedy with the dynamics of the child’s psycl 
growth. The Oedipus myth embodies the concept 
the paternal matrix within which the nascent px - 
sonality of the child is nurtured. Where there 
love between the parents which yet includes tie 
child, the child will effectively meet the challeng 
of its maturation, and have reciprocal affection f) 
the parent. But where the parents are immature ai < 
neurotic, the child might suffer. It is this simp‘: 
yet vital validity that lies at the core of the Oedip:is 
myth and not the fancied incest wish of the child. 

Discussion—DrR. GREGORY ZILBOORG: First »f 
all, Dr. Galdston has done himself an immense in- 
justice. He started extremely well, and proceed:d 
from ancient tradition to that which has not ben 
foreseen by Freud in the phychological sense, and 
this is the tradition that the sins of the fathers are 
visited upon the children. It is undoubtedly a point 
of immense importance, a point which psychoanaly- 
sis as it is presented today has not given proper 
clinical considerations. 

I should like to ask Dr. Galdston when he sends 
his paper for publication to make one correction. 
He refers to incest as a derivative punishment. What 
he wishes to show was the derivative crime from 
which punishment was derived, because incest itself 
is not a punishment, but it becomes a punishable 
crime only insofar as it is objected to by the father. 

Dr. GALDSTON: I want to thank Dr. Zilboorg 
for his comments on my paper. What Dr. Zilboorg 
said deserves earnest consideration. One has to read 
Freud with an eye “agin” Freud. That is, one really 
must use a kind of interpretative screen. But I am 
sure Dr. Zilboorg is wrong if he thinks that Freud 
revised his ideas on the Oedipus Complex in any 
way whatsoever. I was very careful to draw the 
quotations I cited from the latest of Freud’s pub- 
lished works, from the Outline which he published 
shortly before his death. 
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CONDITIONING AND EMOTIONAL BEHAvioR. How- 
ARD LIDDELL, PH.D., Cornell University 

Pavlovian conditioning is always difficult for the 
animal because, through habituation, it becomes 
emotionally muscle bound and cannot fight back or 
flee from the emergency situation of the daily con- 
ditioning tests. Every positive or negative condi- 
tioned stimulus elicits in sheep or goat tense antici- 


pation as to what is to happen next and this is one 
manifestation of emotional behavior. The anima’ is 
forced to anticipate whether the signal is to be ‘ol- 
lowed by mild shock to the foreleg or no. ‘his 
emergency preparation with its accompanying ©€ 10- 
tional behavior can be made still more stressful by 
imposing a rigid time schedule where 10 sec nd 
signals are separated by equal intervals of time f om 
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2 to 6 minutes. Such training procedures lead in- 
evitably to chronic emotional disturbances (or ex- 
pe‘imental neurosis —- to use Pavlov’s misleading 
de:ignation). 

{pproaching emotional breakdown is foretold by 
clcarly distinguishable prodromal stages of behavior 
under continuing stress. Soldiers under combat con- 
di‘ons exhibit the homologues of these same prod- 
rc ial indicators. However, the stresses of combat 
my be counter-balanced by indoctrination and ef- 
fe.tive leadership. The stresses of conditioning are 
cc interbalanced in the lamb or kid 3 to 8 weeks 
ot age by the presence of the mother. This ‘‘pro- 
te.tive” influence is being experimentally analyzed. 

Che homologue of “psychic trauma’’ from solitary 
early conditioning can be demonstrated when “‘pro- 
teted” and “unprotected’’ kids are subjected once 
again to the stress of conditioning when 2 years of 
age. The animals not “protected’’ by the mothers 
presence during youthful training succumb sooner 
then the “protected” animals. 


Discussion—Dr. WALTER WEGNER: This has 
been a most interesting and stimulating discussion 
and I am sure it could have gone on a good deal 
longer. The problems that have been raised and 
sketched are numerous. These experiments have 
been going on since 1921 and so in the 33 years 
that have followed, Dr. Liddell has passed through 
the period of dominance of quite a variety of schools 
of psychology, quite a variety of explanations for 
what goes on. No doubt each school could inter- 
pret the things that happened in a different way, 
and tell us how they have come about. 

Dr. STANLEY Coss: If I were to express what 
these experiments meant to me, it would be a long 
Jecture and the reason is that I have had an interest 
in the work of Professor Liddell for years. I have 
been fortunate to visit him on the farm and see 
these animals. If you went there you would think 
the behavior of the animals was more remarkable 
than the examples we have had on the screen. I 
am sure that my whole understanding of the ex- 
periments of Pavlov has been changed by watching 
Dr. Liddell’s work. That is for all of us a fairly 
fundamental change. The main issue, as I see it is 
that he has observed the whole animal as an or- 
ganism; he has observed a large number of factors 
in the environment, whereas Pavlov in his earlier 
work at least, throught that he was isolating the 
animal and was performing an experiment on the 
eflect of stimulus and conditioning on an animal 
isolated from his environment. Dr. Liddell has 
shown us that the isolation itself was conditioning 
of the animal. I won't go into that because others 
here can speak on conditioned reflexes more au- 
thoritatively than I. 

I would like to bring up some questions about 
the emotions. Psychiatrists, neurologists and moral- 
ists often are heard to say that it is bad to have 
emotions and that to have intellectual functions is 
good. If your emotions interfere with your intellec- 
tual functions, then the emotions are looked on as 
Something inferior. That is a very usual attitude of 


mind. I would like Dr. Liddell to tell us what he 
thinks about the emotions from this moralistic point 
of view and tell us where the useful reaction of 
alertness stops and anxiety begins. Is there a line? 
I would say, even, that a little anxiety is probably 
useful to a speaker. I was told a number of years 
ago by Harvey Cushing, one of the best speakers I 
ever knew, that on entering an amphitheatre he al- 
ways had palpitations, sweating, and tremor. I am 
skeptical about the idea that to have anxiety is 
pathological and that emotions are “bad.” 

Dr. LippELL: In the words of my wife, one 
talented young lady said: “But what about joy?” 

Dr. WEGNER: The remarkable similarity of human 
beings to animals in the field of their emotional 
responses is apparent in this presentation. I wonder 
if Dr. Liddell may sometimes find himself philos- 
ophizing about their common origins, or some- 
thing of that sort. Because of this remarkable simil- 
arity, it would seem that the treatment of neuroses 
in human beings must find an answer in a continua- 
tion of this work. Dr. Skinner's name has been 
mentioned, and I understand that some work he is 
doing is a partial answer to that problem. 

Dr. BurrHus F. SKINNER: The comment “What 
about joy?’ was one I wanted to raise myself. What 
we call ‘anxiety’ is generated by the intermittent 
but fairly regular presentation of a noxious stimulus. 
It is one of the more important clinical emotions. 
The responses Dr. Liddell studies are pretty much 
unconditioned disturbances of behavior. They are 
not behaviors which he sets up in particular form. 
They are the “wringing of the hands’ of the sheep. 
I am more interested in what noxious stimuli do in 
interfering with the regular business of the day. 
The anxious business man is possibly wringing his 
hands and pacing the floor, but he is also not paying 
attention to business. 1 am interested in knowing 
why he cannot pay attention to business, than with 
why he shows certain spontaneous manifestations of 
emotion. My own techniques try to show how an 
anxiety-producing stimulus suppresses stable behavior 
already in progress. 

The really traumatic effects of emotion, as Freud 
exposed them, seem to be concerned not with the 
expression of emotion at all but with by-products 
of the attempt to conceal emotion. His first case, I 
believe, was that of a girl whose hysteria appeared 
to be due to an attempt not to show emotion at the 
bedside of her father. I should like to ask Dr. 
Liddell “Have you ever tried to control the ex- 
pression of emotion in sheep and if so, what are 
the results of such control?” 

Dr. WILLIAM MaALAMUD: It seems to me that 
this excellent presentation by Dr. Liddell warrants 
more discussion than has been raised so far. Per- 
sonally, in my contacts with Dr. Liddell, I have been 
particularly interested in his ideas about the applica- 
tion of the work that he has done to the teaching 
of medical students. I remember a pleasant after- 
noon I spent on his farm discussing the possibilities 
of presenting to first-year medical students the re- 
sults of his findings in the attempt to introduce the 
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study of human behavior through a psycho-biological 
approach as he presented it tonight. It is a difficult 
thing to do. and I felt that his ideas were most 
stimulating. I was wondering whether Dr. Liddell 
could tell us more of how one could use this ap- 
proach in a course on human behavior in the first 
year of medicine. Would Dr. Liddell elaborate on 
such a plan? 

Dr. G. CoLKET CANER: Was any attempt made 
to give these animals more security by petting them? 
I understand that in cases where emotional disturb- 
ances developed they lasted indefiinitely. Was that 
true of all animals? 

Dr. RoBert’S. SCHWAB: Are other systems in- 
volved in these animals? Do they get ulcers, lose 
their appetite, etc., besides having tachycardia and 
rapid breathing ? 

Dr. WILFRED BLOoMBURG: I have two somewhat 
philosophical problems that bother me. One of these 
is in terms of the description of this approach as 
“phychobiological”. Actually, if this approach were 
applied to human beings instead of to sheep, it 
would be described not as psychobiological, but as 
“behavioristic’”’ in that it ignores not only the psycho- 
dynamic implications, but all the constitutional im- 
plications that have been lumped under the general 
group of “instincts.’”’ I wonder how this purely be- 
havioristic approach correlates with the instinctive 
drives and with what in the human might be called 
the psychodynamic interpretations. 

The second point: This was touched on by Dr. 
Cobb's opening discussion, but I feel the need to 
amplify it. This is the matter of what appears to 
me to be the insertion of value-judgments. Dr. Lid- 
dell says that ‘‘one kid is protected, and another de- 
prived,” and he further describes an alertness which 
becomes a disturbed alertness. It seems to me that 
it is a value-judgment to say that the “protected” 
kid, which moved freely around the room, was act- 
ing miore “normally” than the unprotected “deprived” 
kid, which clung to one wall. It may be that for 
a normal sheep, or kid, not subjected to electric 
shock that moving freely around the room is a more 
normal behavior, but it may also be that for a kid 
subjected to electric shocks keeping to one wall is 
a more adaptive and therefore more suitable behavior 
than to wander around the room. It disturbs me to 
see incorporated in these conclusions, therefore, what 
I consider value-judgments by characterizing certain 
behavior without justification as “better’’ or ‘‘worse.”’ 
I wonder if Dr. Liddell would amplify some of these 
things in terms of interpretation. I think we should 
either be completely behaviorists or should explain 
our value-judgments more clearly. 

Dr. JosEPH M. FoLey: Professor Liddell’s termi- 
nology and liberal use of analogies appears to beg 
the question of the relationship of experimental 
neurosis in animals to emotional disorders in man. 
Therefore, I should like to ask if Professor Liddell 
would define what he means by emotion? 

Dr. WEGNER: I should like Dr. Liddell to define 
neurosis also. 


Dr. LippELtL: The philosophical problems that 


bother Dr. Bloomberg and Dr. Foley cannot be dis- 
posed of categorically. They are problems as bothcr- 
some to the investigators of animal behavior as +o 
the clinician. I do not believe that we have made a 
liberal use of analogies and thus begged the question 
of the relationship of experimental neurosis in ani- 
mals to emotional disorders in man. The emotionally 
disturbed sheep is not ‘“‘anxious’’ and does not sufi <r 
from “insomnia” in the clinical sense. It does, how- 
ever, if one examines its behavior in barn and pius- 
ture exhibit the homologues of anxiety and insomnia. 
The zoological principle of homology need not he 
lifted to structures such as the sheep’s foreleg and 
the human hand and arm. The ethologists Lorenz 
and Tinbergen as well as ourselves believe that thc re 
are homologous behaviors as well as structures. It 
is these homologous behaviors in sheep and mun 
that we are seeking to decipher in order to disclose 
the animal origins of Freudian psychodynamics. 
Pavlov was guilty of employing analogy in his use 
of the term experimental neurosis. There is no need 
to say more than that the animals following difficult 
and prolonged conditioning exhibit chronic states of 
emotionally disturbed behavior. If dogs enter the 
pasture and a “‘neurotic’’ sheep runs in one direction 
and the rest of the flock in another the dogs may 
kill this sheep. Its behavior in this crisis is emo- 
tional and its normal relations with the flock are 
disturbed. We have discovered in such sheep that 
these relations with the flock are chronically dis- 
turbed. 

In our studies of animal behavior we employ 
value judgments in precisely the sense that clinicians 
employ them. For example, we say that a “good” 
goat mother “‘protects’’ her kid from the dangerous 
stress of conditioning by her presence during the 
test hour. Each value judgment is based upon sur- 
mise Or intuition as to the outcome when not so 
“protected” in terms of the kid’s subsequent growth 
and development, i.e. its survival. The value judg- 
ments invoked here raise specific problems for ex- 
perimental analysis. What is a good mother? How 
in detail, does she protect her kid by her presence 
during stressful training? These questions we art 
presently attempting to answer by experiment. 

We have been unable to reassure our sheep and 
goat subjects by our presence during training. On 
the other hand, petting and reassurance are effica- 
cious in the case of the dog as shown by W. Horsley 
Gantt. Typically, the emotional disturbances of our 
animals last for life. 

As for organ dysfunction in the disturbed animals 
other than heart and lung we typically observe ex- 
cessive micturition and defecation during the labor- 
atory tests. 

In reply to Dr. Malamud, during the past ten 
years we have demonstrated our animals to medical 
students. By listing on the blackboard the animal's 
repertory of conditioned stimuli, positive and nega- 
tive, we bring our “‘patient’’ before the class for pre- 
sentation. The students may then ask the patient 
questions by instructing the demonstrator as to which 
conditioned stimuli they wish the animal to respond 
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to. Within the hour most medical students begin to 
sec the animal’s presenting behavior as a product of 
its past laboratory training. The impact of two or 
three such case presentations of an animal in the 
place of a patient will suffice to sensitize the stu- 
deat’s powers of observation with respect to these 
simple episodes of behavior. It is unnecessary and 
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undesirable to burden the medical student with 
another textbook and another course of lectures in 
order to achieve our modest educational objective. 

I fully agree with Dr. Cobb in his skepticism 
concerning the usefulness of moralizing about emo- 
tion. In our opinion there is no such thing as un- 
adulterated thinking or unadulterated emotion. 
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ON THE CLASSIFICATION OF THE MYOPATHIES. 
JoHN N. WALTON, M.D., M.R.C.P. 


In a study of natural history and inheritance of 
a series of 136 cases of myopathy, the cases were 
first divided into two broad groups, the primary 
myopathies or muscular dystrophies and the myo- 
tonic syndrome. If the rare distal, congenital, local 
and ocular types are excluded, the muscular dystro- 
phies are seen to consist of three clinically and 
genetically distinctive types. Type I, the Duchenne 
or pseudohypertrophic type is characterised by: a) 
expression almost invariably in males; b) onset usu- 
ally in the first three years of life but occasionally 
much later; c) transmission as a sex-linked reces- 
sive character with a high mutation rate, d) sym- 
metrical involvement of pelvic girdle muscles and 
later of shoulder girdle; e) frequent pseudohyper- 
trophy of calves; f) steady and rapid progression 
generally leading to death in the second decade but 
sometimes not until middle life. Type II, the facio- 
scapulohumeral form is distinguished by; a) expres- 
sion in either sex; b) onset at any age; c) transmis- 
sion usually via an autosmomal dominant gene; d) 
the occurrence of abortive cases; e) involvement first 
of facial and scapulohumeral muscles; f) muscular 
pseudohypertrophy is rare; g) slow progression with 
long periods of arrest and survival often to a normal 
age. Type III, the limb-girdle form, is characterised 
by; a2) expression in either sec; b) onset usually in 
the second or third decade but sometimes in middle 
life; c) transmission usually via an autosomal reces- 
sive character; d) initial involvement of either 
shoulder or pelvic girdle muscles, with occasional 
pseudohypertrophy; e) the rate of progression is 
variable, but severe disability and death are frequent 
in middle age. 

It is agreed that myotonia congenita, paramyo- 
tonia, and dystrophia myotonica are distinctive clini- 
cally, but much evidence suggests that the three con- 
ditions are but variations of a single disease process 
which may be called the myotonic syndrome. 


Discussion—Dr. D. DENNY-BROWN: This is 4 
most stimulating study, especially in regard to the 
family history, and pedigrees that Dr. Walton has 
collected. It is remarkable how consistent the type 
of inheritance of each type of muscular dystrophy 
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turns out to be—much more consistent than any one 
of the commonly accepted clinical criteria. 

Unhappily the pedigree is not always available in 
the Clinic, and the patient without family history 
may be a mutant of a dominant, or the only evidence 
of a recessive gene. Clinical criteria therefore still 
have their value. 

Dr. JAMES B. AyeR: Is there anything in the 
cases that’ were cross hatched and that ran an atypi- 
cal course? Is there anything that gives you an idea 
of what made them stop? I was disappointed that 
you did not differentiate a little on anatomical and 
pathological findings. Do I understand that they 
all show similar muscle disturbance pathologically, 
or some of them show a different picture associated 
with the muscle degeneration? We are all inter- 
ested in treatment that has been suggested from 
California. Has Van Meter’s treatment been tried? 
Wartenburg said he had seen definite improvement, 
which rather surprised me. 

Dr. WELTON: Although all the pedigrees of the 
Duchenne type which I showed tonight revealed a 
clearly defined sex-linked inheritance, in addition we 
had many isolated cases of classical pseudo hyper- 
tropic cases, single ones in a family. This gene has 
a very high mutation rate. It can arise anew in a 
family by mutation and produce a large number of 
single cases. 

About myotonia in dystrophia myotonica; it is 
usually seen in the hands, forearms and muscles of 
the tongue. However, I have had cases in which it 
was generalized, and others where it could be 
demonstrated only with the electromyogram. 

The pathological changes in muscles are very 
similar indeed in all types of muscular dystrophy. 
It is important, however, to distinguish the findings 
in those so-called menopausal muscular dystrophies, 
who are suffering from polymyositis. 

We tried five forms of treatment: synthetic 
x-tocopherol, mixed natural tocopherol, wheat germ 
oil, nicotinic acid, and a control. I assessed the re- 
sults, but was not aware which case had received 
which treatment. Treatment was continued for six 
months. At the end of this period. I discovered 
subjective impovement in two or three cases in every 
group. I could not find objective improvement in 
any. Just as much subjective improvement occurred 
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in the controls as in the patients receiving supposedly 
effective forms of treatment. There are continually 
papers appearing like Dr. Van Meter’s in which the 
cases and results are poorly documented. All of the 
things in Van Meter’s cocktail have been given before 
without effect. For the present, I would say there 
is no evidence that there is any effective therapy for 
muscular dystrophy. 


THE DIFFERENTIATION OF THE VARIOUS AFFERENT 
SYSTEMS IN THE BRAIN BY ANESTHESIA. MARY 
A. B. BRaAziER, PH.D. 


In recent years in many widely scattered labora- 
tories electro-physiological evidence has been mount- 
ing for the existence of some pathways in the brain 
that have not yet been traced by the anatomist. 

For some years our work with human subjects 
has presented certain paradoxes. A very generally 
accepted theory of sleep, and also of anethesia, was 
that in such states of impaired consciousness, im- 
pulses were being prevented from reaching the cortex. 
Yet the Davises showed in 1938 that there is an 
electrical response at the cortex during sleep to a 
stimulus too weak to wake the sleeper. A similar 
response in anethesia was demonstrated at this meet- 
ing by slides of subjects under pentothal anesthesia, 
and under scopolamine and morphine with stimula- 
tion by both sound and light. It was demonstrated 
that whatever the sense modality stimulated the 
response was not at the specific receiving cortex but 
in the premotor region (apparently area 6). There 
was no observable behavioral response on the part 
of the patient. 

A review was given of the evidence for Forbes’ 
secondary response to a single sciatic stimulus which 
follows about 70 msec. after the rapidly conducted 
primary and appears diffusely in both hemispheres. 
Slides were shown of a similar phenomenon in the 
visual system and in the auditory system. 

A review was also given of the work from Mag- 
oun’s laboratory of the responses that travel by the 
ascending reticular system to the cortex, losing on 
their way their specificity for the sense modality 
initiating them. It was argued that these are not 
identical with Forbes’ response since their latency, 
although longer than that of the primary, was not 
nearly as long as that of the Forbes’ response. 

It was demonstrated by slides that three responses 
with discretely different latencies can be evoked in 
the visual system from a single flash and from the 
auditory system by a single click, by a careful manip- 
ulation of anesthetic level. The second of the three 
had a latency in the range found by Magoun for 
the pathway through the reticular system. Barbitur- 
ate ancthesia at a level that can be defined approxi- 
mately in operational terms will reveal all three re- 
sponses. Additional anesthesia in specified modera- 
tion has the following differential effects: 

1) the primary response is unchanged 

2) the response presumabiy carried by the 
ascending reticular system is lost. 

3) the long-latency response of Forbes is aug- 
mented. 
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Possible hypotheses were discussed. It would p- 
pear that the ascending reticular system needs to »e 
active for the brain to handle (and the subject :o 
be conscious of) the sense-specific signals coming in 
over the primary system. 

Discussion—Dr. HuDSON HOAGLAND: This is a 
very interesting paper and I would like to congratu- 
late Dr. Brazier on the significance of her contrit u- 
tion. There is something that puzzles me. Of tie 
three responses the primary cortical response invol: es 
the smallest number of synapses, probably only thr e, 
and is little affected by anesthesia. The For! <s 
response with its long latency and other propert es 
presumably involves many more synapses. Yet t. is 
response actually increases with depth of anesthe: a. 
In general we think of anesthesia as knocking cut 
synaptic conduction and might therefore expect to 
see the Forbes response markedly inhibited. 

Dr. JEROME K. MERLIs: In the literature cae 
sees descriptions on many different electrical ‘e- 
sponses to afferent stimulation, e.g., recruiting, sec- 
ondary, irradiating, diffuse, repetetive, augmenting. K 
complex, etc. The conditions of the experiments 
vary considerably, and it becomes more and more 
difficult to determine which responses are being 
described under different names. Does Dr. Brazier 
believe that the brief latency responses she has 
described correspond with any of the responses previ- 
ously described under another name? 

Dr. RayMoND D. ApaAms: The implications for 
clinical neurology are far reaching. In states like 
sleep where we have assumed that the activity of 
the cortex is in abeyance, it is clear now that it is 
responsive. It would suggest that suppression of 
consciousness in the form of sleep or anesthesia is a 
suppression of certain sensory systems and not others. 
This is a very significant step forward in an attempt 
which I am sure Dr. Brazier will continue, in rela- 
tion to the different clinical states we see in anes- 
thesia and sleep. Do analgesic drugs have different 
effects on this triple sensory response than the sopori- 
fic drugs? You have in your hands a means of 
studying the effect of a number of different agents 
on the nervous system. 

Dr. JosEPH J. FotEy: Does Dr. Brazier think 
the Forbes response is extra-laminscal as well? 

Dr. BRAZIER: In response to Dr. Hoagland: There 
is some evidence, mostly from the work of Magoun’s 
group that the brain stem acts as a balanced inhi- 
bitory and activating system. My hypothesis which 
I have been trying to test is that at this level of 
barbiturate, the inhibitory system of the brain stem 
is depressed before the activating one. There is 
some evidence from other laboratories that might tie 
in with that, i.e. from the work of Dr. Kerr in Los 
Angeles, and Dr. Lindblom at the Karolinska In- 
stitute in Stockholm. People have been familiar with 
inhibiting action descending from the brainsi:m. 
These two workers have brought out evidenc of 
inhibition on ascending impulses. 

In reply to Dr. Merlis, I think it unlikely that 
the second response of brief latency that fol!ows 
the primary can be related to any of the repet'tive 
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pheonomena you mention since Magoun has shown 
it to have a very long recovery time. 

in reply to Dr. Adams, I have no experience with 
analgesics other than morphine. I agree it is a 
fr-itful field to work in. I might mention that one 
dezs not get these responses in ether anesthesia. 

In reply to Dr. Foley's question, about Dr. Forbes’ 
se-ondary response: Morison and Dempsey concluded 
thet there was a thalamic and extra-thalamic route. 
Tiey demonstrated two levels at which impulses 
cross: at the level of the superior colliculus and in 
the anterior third of the corpus callosum. 


E; 1LEPSY AS A SEQUEL TO CEREBRAL WASCULAR 
DisEAsE. A  CLINICO-PATHOLOGICAL STUDY. 
Puitip R. DopGce, M.D., Epwarp P. RICHARD- 
SON, JR., M.D. and Maurice Victor, M.D. 


Despite voluminous literature concerning both 
epilepsy and cerebral vascular disease, relatively few 
well documented cases are recorded in which epilepsy 
has appeared as a result from cerebral vascular 
lesions, and it is often thought that epilepsy is very 
rarely seen as a complication of such lesions. We 
should like to call attention to an important and 
often overlooked cause of recurrent seizures in adult 
life. 

In a clinico-pathological study of 6 cases of re- 
current seizures with cerebral vascular lesions, rang- 
ing in age from 46 to 75 (average 59) years, seiz- 
ures were the most striking neurological manifesta- 
tion in 4 and were the only evidence of cerebral 
disease in 2; in 2, there was serious neurological 
deficit along with the seizures. The seizures were 
focal, or had focal aspects, in all, but 4 patients had 
generalized attacks as well. Although a 4 and 14 
year remission of attacks occurred in 1, seizures 
continued at variable intervals for the rest of the 
patients’ lives in the remainder. Pathologically, all 
had old infarction of the. cerebral cortex, in the 
Sylvian and Rolandic regions. The infarcts were 
embolic in 5, and secondary to thrombosis of an 
internal carotid artery in 1. 

The frequency of epilepsy with vascular lesions, 
in a survey of a year’s autopsy material was found 
to be 5.8 percent (6 cases) of 104 cases of grossly 
visible cerebral infarction or hemorrhage, as com- 
pared with 1.3 percent (1 case) of 74 cases of cere- 
bral athero-sclerosis of similar mean age, without 
such lesions. With exclusion of recent lesions, 
epilepsy occurred in 6 of 22 cases of old cortical 
infarction, and in no case in which the cortex was 
not involved. The importance of this form of epi- 
lepsy is emphasized in order that hazardous diag- 
nostic procedures be not undertaken in this group 
without careful study and consideration. 


Discussion—Dr. RAYMOND D. Apams: I have 
watched Dr. Richardson, Dr. Victor and Dr. Dodge 
collecting this data and have discussed their findings 
from time to time. Their study has been instructive 
to me. Vascular diseases seldom are the cause of re- 
current seizures. When such a case presents itself, 
one should consider tumor, trauma and -only by 
exclusion made a diagnosis of vascular disease. This 


work throws this teaching into serious question. It 
seems to me that one is forced to accept this notion 
that if vascular disease does involve the cerebral 
cortex, it is as likely to cause seizures as a traumatic 
lesion. I do not suppose Dr. Richardson would like 
to have us conclude that every case of seizures in 
an older age group represents vascular disease, but 
he and his co-workers have evidence to show that 
vascular disease is as important a cause as tumor, 
and probably in the late age group more important. 
Why was embolism so high in the causation of this 
type of syndrome? The answer is that embolism is 
more likely to cause cortical lesions than thrombosis, 
although with carotid artery thrombosis, there may 
occasionally be multiple scattered foci of cortical 
infarction. 

Dr. JAMES C. WHITE: I was delighted to hear 
Dr. Richardson give this paper. I do not think any 
neurosurgeon who has written about epilepsy has 
given consideration to the fact that it may be due 
to cerebral vascular accidents. When a man in 
middle life develops epilepsy without history of 
previous cerebral trauma or infection, the burden 
of proof is to show that he does not have a brain 
tumor. This is naturally the neurosurgeon’s first 
thought. It is very valuable to us to have it pointed 
out that seizures may also arise as sequelae to vas- 
cular accidents. 

Dr. A. Pope: Could the marginal zone of cortex 
at the border of the infarcted area be differentiated 
histologically in the cases which developed seizures 
as compared with those which did not? Was there 
any pathological evidence in the epileptogenic lesions 
for a progressive destructive process of the sort 
described by Dr. Penfield in menigo-cerebral scars? 

Dr. RANDOLPH K. Byers: In our follow-up study 
of children with cerebral palsy we have been struck 
by the frequency of convulsions in children with 
hemiplegias. These have occurred in both apparent- 
ly the congenital group and the acquired group of 
hemiplegias. In the children with acquired hemi- 
plegias, since we have been doing arteriograms, we 
find a fairly large percentage had vascular occlusion 
the middle cerebral artery being involved in some 
of its branches in most of them. Of these children 
many went years before having convulsions. Others 
had convulsions for a period and stopped spontane- 
ously. One thing is, however, striking. If the 
children with convulsions are separated from those 
without, intellectual development of the children 
with convulsions is poorer than that of the other 
group. Whether this means that a more widespread 
lesion of the brain has occurred in those who de- 
velop convulsions and whether this interferes with 
intellect, or whether the convulsions themselves in- 
terferes with intellectual development, we don’t 
know. 

Dr. RoBerT S. SCHWAB: Was there any relation- 
ship between seizures and presence or absence of 
hypertension? Were there any cases with the lesions 
in the occipital lobe or frontal pole? 

Dr. HarRotD W. WILLIAMS: I agree epilepsy may 
be a sequel to cerebro-vascular disease. I would 
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like to spread out the concept ‘Epilepsy as a Sequel’, 
to the concept of recurring patterned episodes. I 
think of this 82 year old who has had some 8 recur- 
ring episodes of one half hour duration of aphasia 
and right handed weakness. In another instance, 
Dr. Hamlin’s case, there were episodes of Meniere's 
Syndrome, recurring over a period of 14 years. 
Autopsy showed bilateral occlusion of the posterior 
inferior cerebellar artery. The histology did not 
give the understanding, how a lesion, essentially 
static from the point of view of neuropathology, can 
give rise to recurring episodes. 

Dr. D. DENNy-BRowN: I would like to ask 
whether Dr. Richardson feels that the hemorrhagic 
infarct has an epileptogenic influence, particularly in 
view of the fact that the extravasation of blood in 
some of these cases seems more than might be ex- 
pected from arterial thrombosis. 

Dr. BERTRAM SELVERSTONE: Has Dr. Richardson 
founc, especially in the smaller lesions, any notice- 
able enlargement of the ventricle on the side of the 
lesion ? 

Dr. RICHARDSON: Dr. Pope asked about the mar- 
ginal area at the border of the infarct. We see ab- 
normality in that immediate vicinity—the nerve cells 
are thinned out there—but we were not able to 
detect any differences in the pathological appearance 
of that region in the lesions associated with epilepsy 
as compared with other cases of infarction without 
seizures. We found nothing we could interpret as 
a continuing or progressive lesion. The cellular ap- 
pearance was characteristic of a quiescent lesion in 
which all activity had subsided. 

In connection with Dr. Byers’ remark about chil- 
dren with cerebral lesions and epilepsy: in our 
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cases, several of the patients remained normal men- 
tally. In this group in the later adult years, we 
think that the effect on intellect has chiefly to «Jo 
with the size and location of the original lesion. 

To answer Dr. Schwab: Hypertension was not 
a significant factor in the group with seizures, but 
we arbitrarily excluded “hypertensive ancepha!o- 
pathy’” from our series because we think that it 
presents a special problem in cerebral vascular dis- 
ease that should be considered separately from the 
lesions we have been discussing. In one case of °e- 
current seizures in the large series, the grossly visible 
infarction was in an occipital lobe, but there were 
in addition multiple microscopic infarcts in otler 
areas of the cortex. 

Dr. Denny-Brown asked about the possibility of 
greater epileptogenic properties of hemorrhagic in- 
farction as opposed to ischemic. It is difficult to 
answer that exactly, because several of the cortical 
infarcts we observed were ischemic, and others were 
hemorrhagic. We have not at present sufficient data 
to answer this question with assurance. 

As to whether the small cortical infarcts in the 
case of carotid artery occlusion could have been 
embolic—it must be conceded that they may have 
resulted from the detachment of portions of the 
thrombus in the carotid artery. We cannot be certain 
about this point. 

Dr. Selverstone, we had a pneumoencephalogram 
on only one case, and that patient died, apparently 
as a result of the procedure. Nothing abnormal 
could be detected in the films. The original cortical 
infarcts were so small that there was no significant 
ventricular enlargement. 
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THE ROLE OF THE PUDENDAL NERVE IN NEURO- 
GENIC BLADDER DISTURBANCES. Dr. ANDOR A. 
Weiss (by invitation). 

Pudendal nerve blocks and neurectomies have been 
used in neurogenic bladders in an attempt to restore 
the balance between the forces of expulsion and re- 
tention. 

In 1939 Huggins, Walker and Noonan obtained 
good results in 5 out of 7 tabetics when they com- 
bined pudendal neurectomy with presacral neurectomy 
or transurethral resection. Emett, Daut and Dunn in 
1946 failed to restore balance in a traumatic cord 
bladder. A pudendal nerve section was unsuccess- 
ful, after repeated transurethral resections of the 


bladder neck. Nesbit was successful in one case of 
traumatic cord bladder in 1948. 

A situation analogous to biliary dyskinesia is 
found in some patients after recovery from spinal 
shock. The detrusor contractions are not accompanied 
by relaxation of the sphincters: The patients are 
unable to void and there are severe autonomic mani- 
festations. This condition was studied at the Bronx 
VA Paraplegic Center with electromyography and 
at the Long Beach, California VA Center by cysto- 
scopy before and after pudendal nerve block and 
neurectomy. With effective nerve block the marked 
electrical activity of the pelvic floor subsided en- 
tirely, and the patient voided with a good stream. 
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In some cases repeated pudendal nerve blocks sufficed 
to restore balance, but where the results were good 
but temporary, bilateral pudendal neurectomies were 
performed. 

Two quadriplegics with bilateral pudendal neurec- 
tomies failed to show the good results obtained at 
the time of pudendal blocks. In Bors’ series of 15 
cases he obtained good results in 14 paraplegics and 
one failure in a quadriplegic. Following bilateral 
pudendal neurectomy the bladder becomes responsive 
to external pressure. The failure to obtain good re- 
suits in the quadriplegics may have been due to 
their inability to apply Crede. 


Diseussion—Dr. ARTHUR S. ABRAMSON (by in- 
vitation): When we started working on the problem 
of the neurogenic bladder, it was felt that the ac- 
tivity of the striate muscle in the pelvic floor was 
very important. We had a useful tool to observe 
it directly, in electromyography. The insertion of the 
coaxial needle electrode into the levators is simple. 
We were particularly interested in the problem of 
balance (reciprocal action) between the expulsive 
force and the force of retention. In the spastic, the 
levators probably reflect the activity of the entire 
striate musculature of the pelvic floor, including the 
external sphincter. In the normal, it was noted that 
the pelvic floor relaxed prior to detrusor contrac- 
tion. In the spastic, we found that as the bladder 
fills there was a gradual increase in electric activity 
in the pelvic floor, even though the cystometric 
curve did not rise. The increase in activity became 
marked as soon as the cystometric curve began to 
rise. The activity persisted as long as the cysto- 
metric. curve rose, and as long as filling of the 
bladder continued. When the addition of fluid was 
stopped, there was a tendency for the activity of the 
pelvic floor to die down. This condition is different 
than that found in the normal where the pelvic floor 
is electrically silent when: the detrusor muscle is 
contracting. When the pudendal nerve was blocked 
on one side, the activity on that side was greatly 
reduced. When the pudendal nerve was blocked bi- 
laterally, there was a great deal less electric activity 
of the pelvic floor and sometimes the muscle was 
completely silent. At this point the patient was 
asked to void. These studies were done in patients 
who were previously incapable of voiding and re- 
quired continuous catheterization. The patient was 
able to void but not in a continuous stream. Void- 
ing had to be reinforced by pressure upon the 
bladder above the symphysis. We consider this an 
adequate method of voiding. 

Dr. THomas I. HOoEN: I would like to know 
whether you have come to any conclusion in regard 
to the differences in interrupting the pudendal 
nerve and sectioning the anterior roots of the sacral 
nerves. In the first instance both sensory and motor 
components are interrupted, in the latter the sensory 
is spared. In other wards, is the relaxation of the 
external sphinchter due to the interruption of the 
anterior motor roots supplying it or to the abolition 
of the reflex arc? In the work we did we felt inter- 
tuption of the roots was enough to give relaxation 


of the external sphincter. I think some differentia- 
tion might be made between anterior root section 
and interrupting the pudendal nerve. 

Dr. ABRAMSON: We directed our attention to the 
sensory component of the pudendal nerve; that was 
our hypothesis. We felt that this was very similar 
to the effect which is developed by section of the 
obturator nerve. If the adductor is denervated, 
there is an overall reduction in spasticity, even in 
muscles which were not denervated. Our _ interest 
was in trying to maintain the power of the expulsive 
force of the detrusor, at the same time trying to 
reduce the forces of retention. That would mean a 
better balanced bladder than that obtained by doing 
root section. The rhizotomy would mean that a 
much weaker expulsive force would be produced at 
the same time as the forces of retention were being 
reduced. 

Dr. Weiss: I think Dr. Abramson has summarized 
our attitude very well. We are well aware of your 
work, Dr. Hoen. We did use sacral denervation. 
We used both anterior and posterior rhizotomy from 
S: through S;, but, as Dr. Abramson pointed out, 
our chief interest was trying to eliminate the forces 
of retention without weakening the detrusor. We 
did sphincterometric readings. In all of these cases 
we got readings much above the normal of 20 to 40 
mm. of Hg. We have had some experience with 
sacral rhizotomy in patients who exhibited severe 
autonomic phenomena. Not only was there clinical 
relief, but after the sacral rhizotomy we were unable 
to induce hypertension and other phenomena by dis- 
tending the bladder or stretching the anal sphincter. 


THE ‘‘Post-CONCUSSION SYNDROME” IN COMPEN- 
SATION AND LITIGATION: AN ANALYSIS OF 95 
CASES WITH EEG CorRELATIONS. Dr. PETER 
G. DENKER AND Dr. GERALD F. Perry (by in- 
vitation). 


Ninety-five cases of “‘post-concussion syndrome” 
involved in litigation for compensation were con- 
secutively reviewed. Clinical opinions were attempted 
as to degrees of organic versus functional components 
in these cases, and a correlation attempted with the 
aid of electroencephalography in all these cases. 

Definite abnormalities were found in 55 per cent, 
and borderline readings in 3 per cent of this series, 
despite the absence of positive neurologic findings 
on examination. 

The types of brain wave abnormalities found are 
listed, the most common being focal slow waves, 
although amplitude asymmetries were also of great 
significance. Fast activity is rarely seen. 

Similar changes were found in recent head in- 
juries of less than three months duration as com- 
pared with older cases, where the head injury had 
occurred one to two years previously. 

In approximately 80 per cent of the cases the 
clinical impression was confirmed by the electro- 
encephalogram findings. In the other 20 per cent 
such clinical impression was at variance with that 
of the electroencephalogram findings. 

No correlation could be determined between loss 
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of consciousness and abnormal electroencephalogram 
findings. 

Discussion—Dr. SAMUEL Brock: Drs. Denker 
and Perry have added another noteworthy paper to 
a distirguished list in which attempts have been 
made to analyse the post-concussion syndrome. They 
cite the well-known fact that from 15 to 30 per 
cent of individuals have persistent headache, dizzi- 
ness and personality changes for a variable period 
following relatively slight head injury. They point 
out that litigational and/or compensation factors 
have helped to make this a puzzling and highly 
complicated problem. The ideal set-up for studying 
this problem would be 1) a pre-traumatic study of 
a large group of workers in an industry in which 
head injury is common: this should include not 
only the usual neurologic examinations but also a 
study of the personality profile and interpersonal 
relationships, etc., as well as electroencephalography; 
2) the establishment of a brain injury center to 
which such injured individuals could be sent so 
that they could be studied with some degree of uni- 
formity, and of great importance 3) a follow-up 
study covering a number of years, depending upon 
the duration of the symptoms. 

Dr. Hans Strauss: In my own similar material 
of 250 cases, the percentage of electroencephalo- 
graphic abnormality is exactly 20 per cent. This 
percentage is only 10 per cent in patients without 
disturbances of consciousness. In those with such 
disturbances, the -percentage is higher when the un- 
consciousness lasted more than one hour. Statistics 
do not help us much in this type of work, except 
that we should be aware of what really constitutes 
an abnormal EEG. The difference in these criteria 
must account for our different results. 

Dr. A. DaAvipson: On the Neurological Service 
with which I am associated we make great use of 
an ancillary factor, and that is psychologic tests, the 
Wechsler memory scale, the Bellevue-Wechsler (digit 
symbol, block design and similarities) and the Ben- 
der visual motor gestalt test. In a paper in The 
American Journal of Psychiatry not so long ago in 
which the EEG and psychologic tests were compared, 
it was foand that psychologic tests were much more 
sensitive in picking up brain damage, and that is 
something we all ought to remember. I was sur- 
prised to hear of a series as long as this without 
some effort being made to do some _ psychologic 
tests. It has been my experience that we pick up 
organic brain damage with these long before we 
pick it up with electroencephalography. 

Dr. CarRLos G. DEGUTIERREZ-MAHONEY: I think 
this is a very important problem. This gives me an 
opportunity to plead for recongition of, or at least 
an open mind to, the work that has been done re- 
garding the pathology of concussion. To say we 
know nothing about its pathology or pathologic 
physiology is not quite true. If you will go back 
to the work of Jacob in 1913, you know that his- 
tologic changes have been found in concussion, also 
supported in more recent times by Windle’s work. 
My own studies have also shown there are changes 
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in the neuron, in the cell body itself, in the a:j 
cylinder, and in the myelin sheath. I think wh 
we deny these observations categorically, just | 
cause someone has said concussion is a state wh::e 
one cannot find cerebral changes, that we are rit 
opening our minds to the whole picture. If we a 
this to what we know from psychologic studies ad 
to what we are learning from electroencephalograp! \, 
we are going to have a more sound understand: .g 
of what has appeared to be a nebulous matter. 

Dr. IRviNG J. SANDS: I was delighted to lis: n 
to the presentation of the paper and to the discuss: sn 
that followed. It dealt with a subject of great i - 
portance to all who do neuro-psychiatry, especi« \y 
to those who occasionally have to discharge medi. al 
legal obligations. Electroencephalography has pro. n 
a valuable addition to the diagnostic armamentori in 
of the neuropsychiatrist. However, it has) mouy 
limitations and it is not an infallible instrumct. 
Since it has been recognized that an electroencepha!o- 
gram may be perfectly normal even in the presence 
of established brain injuries, its value is diminished. 
In fact, it makes one hesitant to use it as a specitic 
diagnostic test. 

Dr. IsRAEL STRAUSS: I was very much interested 
in this discussion. An electrocardiogram of a heart 
may be absolutely negative, and the patient may die 
from cardiac disease. It is also true that occasionally 
an electrocardiogram will show pathologic changes 
in the heart that are not clinically diagnosable, so 
we have both sides of it, just as you have with the 
brain in electroencephalography, and that has been 
brought out, I think, by what Dr. Hans Strauss said 
tonight. I now go back to 1934, when a paper was 
read and published by Nathan Savitsky and myself 
on what was known regarding the pathology of con- 
cussion. You will find quite a résumé from the time 
of Hippocrates up to the day we wrote that paper 
historically, showing all the views of the patholog- 
ists and so on in concussion. 

Dr. Lewis D. STEVENSON: In any group of 100 
patients selected like this quite a large number of 
them will have received no brain injury, no injury 
of any kind, and I wonder if it is an assumption 
on Dr. Denker’s part that all of these patients ac- 
tually had concussion. It seems to me we have to 
have some clinical criteria for determining whether 
a man was injured or not, and that was something 
that was not mentioned. I believe in any such group 
quite a percentage would be straight out-and-out 
malingerers, although that point was not brought 
out here. 

Dr. RicHArD M. BrRICKNER: Fulton during the 
war ‘observed that British railroad workers whose 
heads were caught between round disks on the 
ends of railroad trains showed no loss of conscious- 
ness, even though the head was terribly battered 

Dr. DENKER: In reply to the last remark of Dr. 
Brickner, I think it is well recognized that ii a 
person’s head is stationary at the time of the in): ry 
to his head, he is less likely to suffer from p:st- 
concussion symptoms. This brings up the quest 
as to the etiology of the post-concussion syndri ne 
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fro) a physiologic standpoint, as apart from the 
pathologic brain changes produced. You all know 
in :his respect of the theory of Dr. Denny-Brown, 
wh. believes from his studies that there must be 
an acceleration factor, the brain being thrust forward 
within the skull at the time of injury. If the head 
is kept stationary this acceleration is not produced, 
so that post-concussion symptoms do not result. 

did not state, nor even imply, that the electro- 
en.ephalogram should be ¢he criterion of assessing 
importance of brain damage, or in ruling out neurosis 
or malingering. As in other conditions of medicine, 
I Jo however feel that it is a very helpful laboratory 
aid which has to be considered in the total picture 
of evaluation. 

Dr. PERRY: On the question of interpretation of 
abnormal records there is considerable variation in 
different schools. Dr. Strauss mentioned that he did 
not think any records should be regarded as abnormal 
which had a frequency greater than 13 and a voltage 
over 30 microvolts. The Gibbs’ and other schools 
call it abnormal. Similarly, the amplitude asymmetry, 
present in two cases, was marked and is clearly de- 
fined as abnormal by most schools of interpretation. 
I know Dr. Strauss is conservative in the interpreta- 
tion of spikes, but we tried to encompass all views 
in the reading of our records. Besides, the spike 
activity seen in some of our cases is a part of the 
total abnormality present. Our cases did not give 
a history of epilepsy nor of definite epileptic seizures. 


PERIPHERAL NERVE PRESSURE SYNDROME WITH CON- 
DUCTION BLock. Dr. JOSEPH MOLDAVER. 


In cases with tourniquet paralysis there is a dis- 
turbance in the functions of the peripheral nerves 
which is due to the mechanical pressure on the 
nerves and is not the result of ischemia. The char- 
acteristics of this syndrome are the following: The 
electrical studies show a typical block of conduction 
characterized by the lack of response to stimulation 
of the motor nerve above the injury and a good 
response below the injury. The conduction block is 
very well defined in tourniquet paralysis: by moving 
the stimulating electrode slightly above or below the 
injury there is no response or there is a good re- 
sponse to stimulation of the nerve. In addition, 
there is no tingling sensation when the sensory fibers 
are stimulated below the injury but just above it 
the tingling elicited by electrical stimulation is felt 
and referred to the sensory distribution of the limb. 
Those patients may show complete paralysis and 
might sometimes be taken for conversion hysteria 
because of the supposedly normal sensory findings. 
There is a dissociation of the sensations. Pain 
sensation is never lost, there is often an actual 
hyperalgesia, that is to say, a low threshold for 
pain. The fibers subserving touch, pressure, vibra- 
tion and position sense are affected and often lost. 
Heat and cold are seldom impaired. The sympathetic 
fibers are not affected. Pilomotor reflexes are nor- 
mal. Skin resistance also is normal and the tem- 
perature of the skin is normal too. 

In some cases with peripheral nerve pressure the 
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findings can be the same. In cases with block of 
conduction affecting the motor fibers and resulting 
in a dissociation of the sensations there is no pares- 
thesia or spontaneous tingling. The fibers responsible 
for the tingling sensation show therefore also a 
block of conduction. 


Discussion —Dr. THoMas I. HoEN: Having seen 
this work done, how thorough it has been, you 
must not be misled into thinking this is not a really 
important contribution. This paper, being very 
objective and precise in its presentation, does not 
leave much room for controversial comment. It is 
quite possible that the impression that Dr. Moldaver 
gave you that the loss of conductivity in the nerve 
was due to compression of the axone might not 
be true. We cannot biopsy a nerve to see what it 
looks like, but we have seen cases where axones 
are compressed to 10 per cent of their normal volume 
with normal conductivity. In these patients there is 
an absolute paralysis, which Dr. Moldaver has shown 
you, and he has hypothesized that it is due to the 
reduction in volume of the axones. I am inclined 
to think the lesion may not be of the axones, but 
of the myelin; I think it may produce a breakdown 
in myelin which may prevent passage of the im- 
pulse because of failure of insulation. 

Dr. RICHARD M. BRICKNER: Can Dr. Moldaver in 
any way relate this to spinal cord injuries which 
recover themselves? 

Dr. I. M. Tartov: Dr. Moldaver has presented 
evidence that mechanical deformation rather than 
ischemia causes compression paralysis of a peripheral 
nerve in which there is apt to be preserved pin-prick 
appreciation in the presence of motor paralysis and 
absent position sense and vibration. I would like to 
cite a case that proves that ischemia may produce 
the same type of syndrome. My patient was injured 
in an automobile accident. She had complete para- 
lysis of her right upper limb, absent position sense 
and vibration, but she could feel pin-prick applied 
to the limb. There were absent radial and brachial 
artery pulsations on the paralyzed side, the syn- 
drome having been caused by thrombosis of the sub- 
clavian artery. We may say then that ischemia may 
produce the same type of syndrome that Dr. Mold- 
aver has described. One may occasionally find the 
same type of syndrome with spinal cord compression. 
Hence one sees patients with the primary lateral 
sclerosis syndrome, or the posterolateral syndrome 
caused by spinal tumors. 

Dr. Mo.paver: I think that in some cases the 
damage to the periphera! nerve can affect myelin 
sheaths or sometimes the axones, but in other in- 
stances the lesions to the peripheral nerves can be 
very minimal or can be sub-microscopic ones as in 
certain cases the return of function is rather fast. 

Ischemia cannot explain the conduction block that 
we see in cases with tourniquet paralysis or with 
pressure paralysis. It is obvious that if a tourniquet 
has been applied, the limb would be ischemic from 
the tourniquet down and yet the damage that we see 
is a very narrow one, very much confined to the area 
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that has been constricted or pressed upon by the 
tourniquet itself. The excitability of the entire distal 
end in those cases remains normal and if ischemia 
should be responsible for the lesion, there is no 
reason why damages to the distal end do not take 
place as well. It is obviously easy reasoning to as- 
sume that ischemia is responsible for the lesions 
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as we know that a tourniquet is used to arrest the 
blood flow, but one forgets that a tourniquet is also 
an instrument that can cut deeply into the diffei-nt 
structures, the skin, muscles and nerves. Further- 
more, in some of the experiments done on the 
animals there has been a definite constriction of ‘he 
nerves that have been under pressure. 
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CASE PRESENTATIONS OF PSEUDONEUROTIC SCHIZO- 
PHRENIC PATIENTS TREATED WITH PSYCHOSUR- 
GERY. Dr. Paut H. Hocu, Dr. LAWRENCE 
Poot, Dr. JosEPH RANSOHOFF AND (by in- 
vitation) Dr. JAMES P. CATTELL AND Dr. 
Harry H. PENNES. 


During the past five years we had the opportunity 
of observing the results of psychosurgery in a series 
of more than 40 patients suffering from the pseudo- 
neurotic: form of schizophrenia. The operations in- 
cluded topectomy, medial lobotomy and _ precoronal 
lobotomy. All these patients had a mixture of 
anxiety, phobic, obsessive, depressive, and hypo- 
chondriacal symptoms—a_ neurotic superstructure 
masking: the primary symptoms of schizophrenia. It 
was found that 65 per cent of the patients operated 
upon were significantly improved. In 16 of these 
patients we have a follow-up of three to five years 
after operation. In this group of patients 88 per 
cent show a significant improvement. Our data sug- 
gests that improvement after psychosurgery may con- 
tinue for a much longer period than is usually re- 
ported. All the patients operated upon were sick 
for several years and received other forms of psychi- 
atric treatment, such as psychotherapy, psychoanaly- 
sis, shock therapy, etc., without any lasting results. 
Two patients were presented and data discussed 
which showed no striking relationship between dur- 
ation of illness or particular symptom constellation 
and response to psychosurgery, but there is a defin- 
ite indication of a positive relationship between age 
at onset of illness and response to operation. The 
results of this study will appear in a future publi- 
cation. 


Discussion —Dr. BurNEss E. Moore (by invita- 
tion): I am grateful for the opportunity to discuss 
this paper which represents a further attempt to 
clarify the role of psychosurgery in the treatment 
of mental disorders. In selecting a group of pseudo- 
neurotic schizophrenics for oferation the authors 
have provided an opportunity for the comparison of 
the response to psychosurgery of so-called neurotic 


and psychotic symptoms. I think they were wise to 
choose those patients who were more heavily 
weighted on the psychotic than the neurotic side. 
This should be of some theoretical as well as _prac- 
tical value, since we still do not fully understand 
the differences and similarities in the evolution of 
these two groups of symptoms. Unfortunately we 
are also often at a loss as to how to bring about 
even partial social recovery in this type of patient 
after prolonged psychotherapeutic attempts have 
failed. The demonstration that psychosurgical pro- 
cedures afford a high degree of significant improve- 
ment without accompanying damage to the person- 
ality is exceedingly worth while. However much we 
may hope in the future to attain the psychological 
means of curing these patients, we have to accept 
the fact that for the present such means are largely 
unavailable. The authors are to be congratulated 
on their courage and continued pioneer efforts in 
this area. 

All of us are having a great deal of difficulty in 
understanding why some patients improve and some 
do not. I would say that we are very hesitant to 
operate on a patient who has hypochondriacal symp- 
toms which seem to mask an underlying scizophrenic 
process because that patient is utilizing his defenses 
effectively and seems to be functioning at the best 
level of which he is capable. Psychosurgery under 
such circumstances may disturb his integration and 
may bring out a severe underlying psychosis. 

Dr. Paut H. Hocu: I want to thank Dr. Moore 
for his remarks. I would like to say only one or 
two things. First, we did not start out with psycho- 
surgery in this group of patients.. This was not the 
first treatment. These patients all had psychotherapy 
for quite a Jong time. The pseudoneurotic group of 
schizophrenic responds to psychotherapy in 20 to 25 
per cent of the patients. They do not respond to 
shock. Actually they sometimes become worse with 
shock because it increases their anxiety very much. 
We feel that if patients fail with psychotherapy thcy 
should not be treated for 10, 15, or 20 years, ¢ 
sometimes happens with different psychotherap:sts, 
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because today with psychosurgery many of these 
patients are relieved of their symptoms. 

{ would like to call your attention to the very 
widely ramified symptomatology of the patients I 
presented, which shows how a great degree of ten- 
sion and anxiety produces different symptoms. The 
operation relieved not only the anxiety of the patient, 
but the other symptoms. These patients are an ideal 
group for operation, and I believe if they do not 
respond to psychotherapy they should be subjected to 
this smaller form of psychosurgery, which has not 
damaged them, but relieved the symptoms consider- 
ably in many patients. 


NEUROLOGIC AND PSYCHOLOGIC FACTORS IN THE 
ToTAL Bopy EXPERIENCE. Dr. HANS OPPEN- 
HEIMER (by invitation). 


The concept “total body experience” is suggested 
as an extension of the original idea of a body image. 
The various components constituting the total body 
experience are tentatively relegated to more or less 
distinct systems of integration and include the fol- 
lowing: 1) awareness of posture and movement, the 
“postural model” in the narrow sense of Head; 2) 
awareness of spatial relationships of body parts 
(body orientation) with its linkage to language func- 
tion; clinical manifestations of lesions: autotopag- 
nosia; Gerstmann syndrome; 3) awareness of extra- 
personal space, an extension of the directional body 
image; 4) the experiencing of body parts as being 
parts of the self, as belonging to the self. This 
functional component seems to be mediated through 
thalamo-parietal circuits. Lesions may cause periodic 
neglect, feeling of estrangement, illusion of absence 
and amnesia of the contralateral (left) half of the 
body, with or without psychopathologic elaborations 
and distortions (somatoparaphrenia); 5) a system 
mediating the awareness of certain basic ego-func- 
tions (motility, vision, hearing) via thalamo-cortical 
circuits. Lesions within this system may be a factor 
in the causation of imperception of central blindness 
and deafness and of anssognosia of (left) hemi- 
plegia. 

An evaluation of the factors leading to the denial 
syndrome is attempted and a distinction is suggested 
between imperception and denial of defects; the for- 
mer is presumed to result from a neurologic defect, 
the latter to serve a psychologic purpose. Accord- 
ingly, the entire question of “‘anosognosic focus” 
versus “‘anosognosic personality” is re-examined. It 
is felt that such an alternative formulation consti- 
tues a pseudoproblem. 

The relationship between perceptual impairment 
(predominately “‘neurologic’’) and wish to deny ill- 
ness (predominately ‘‘psychologic’”) will determine 
the final clinical picture: perceptual impairment 
within the total body experience will facilitate denial 
and the more so the greater the characterlogically de- 
termined tendency toward denial of illness is. The 
term anosognosia should be restricted to the imper- 
ception or denial of basic ego functions (motility 
and distance perceptors). The specific perceptual 
element in the total body experience may be im- 
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paired at various “‘levels’: a) diffuse perceptual im- 
pairment due to general lowering of the acuity of 
the perceptual apparatus in diverse brain disease; 
b) elimination of body territories or central sen- 
sual spheres from awareness due to thalamo-cortical 
lesions; c) a specific perceptual abnormality consist- 
ent with frontal lobe impairment resulting in failure 
to comprehend the significance to the individual of 
his defect. 

In the absence of any form of perceptual impair- 
ment it is doubtful whether the central wish to deny 
illness will ever be strong enough to lead té imper- 
ception of basic defects short of psychotic denial of 
reality within the total body experience. 


Discussion —DR. JOSEF GERSTMANN (by _ invita- 
tion): The concept of the body image, or body 
scheme, or postural model of the body has not re- 
ceived much attention among _ neuropsychiatric 
workers for many years. It was not until recent 
years that this concept gained increasing interest in 
neurologic and psychiatric circles. There is, how- 
ever, still a relative scarcity of adequate contribu- 
tions to the subject. I therefore should like to com- 
mend Dr. Oppenheimer cn his thoughtful and pro- 
vocative paper. His proposition of a so-called “total 
body experience’ deserves further, more specific 
study. 

The best approach to the study of the body image 
and its disorders seems to me the clinical-phenom- 
enologic one, with due elaboration of their neuro- 
logic and psychologic aspects. From this standpoint 
there appears to me the most feasible the following 
classification of the diverse manifestations of body 
disorientation referable to the body image: 1) direct 
disorders of the body image, as a rule bilateral— 
due to affection of the dominant cerebral hemi- 
sphere; II) indirect disorders of the body image, 
usually unilateral—due to affection of the non- 
dominant hemisphere. The first group comprises: 
1) general disorientation and lack of recognition in 
the sphere of the body and in the interrelation of 
its individual parts, one’s own as well as those of 
other persons, known under the name of autotopag- 
nosia (Pick); I prefer to name it somatotopagnosia; 
2) primary specific disorientation and lack of recog- 
nition in the sphere of the fingers of both hands 
and in their spatial relationship, one’s own as well 
as those of others, known under the name of finger- 
agnosia (Gerstmann); 3) disorientation and lack of 
recognition for right and left in the sphere of the 
body, one’s own as well as that of others (usually 
associated with either of the two conditions just 
mentioned). The second group comprises: 1) lack 
of knowledge of disease, most frequently observed 
with !eft cerebral hemiplegia, known under the name 
of anosognosia (Babinsky). It may also be observed 
in cortical blindness and cortical deafness: 2) am- 
nesia and agnostic unawareness of the impaired parts 
or side of the body, varying in degree from simple 
neglect or denial of their presence to the experience 
of their nonexistence, termed by me autosomatam- 
nesia and autosomatognosia, respectively; 3) specific 
psychic elaboration (marked by formation of illu- 








sions, confabulations and delusions) with respect to 
the defective members or side of the body, believed 
or experienced as absent, termed by me somatopara- 
phrenia. 

Dr. Epwin A. WEINSTEIN: This has been a 
thoughtful paper in which there has been an attempt 
to bring a large mass of clinical data into a mean- 
ingful system that has been designated as “body 
experience’. One's ideas of the “body scheme” or 
“body image’ depend on what one is trying to ex- 
plain and are determined by the types of cases seen, 
by the methods of study that are used, and by cer- 
tain a priori beliefs of the observer. Thus the body 
image has been evoked in describing such varied 
phenomena as vértigo, phantom limb, confusion be- 
tween right and left, denial of hemiplegia, and de- 
lusions of reduplication of parts of the body. The 
subject is tremendously important, I think, and these 
cases ought not to be regarded as merely bizarre 
neurologic curiosa. They furnish important clues as 
to what happens after prefrontal lobotomy and 
electric shock, and also relate to the whole problem 
of the relationship of perception and symbolic for- 
mation in language. 

Dr. OPPENHEIMER: I first want to thank Dr. 
Gerstmann and Dr. Weinstein for their kindness in 
discussing my paper. What I was mainly interested 
in, as can be seen from the title, was to evaluate the 
relative role of so-called neurologic and psychologic 
factors in this particular area which I have called 
the total body experience. This is not meant as an 
alternative formulation of the problem for in each 
individual case an attempt must be made to evaluate 
the question to what degree focal and non-focal fac- 
tors contribute to the final clinical picture. 

Finally, as far as the evaluation of neurologic and 
psychologic factors in any condition is concerned, 
would like to quote Dr. Kubie in a remark which 
seems not inappropriate to be mentioned in this 
gathering that he was looking forward to the time 
when the shades of Freud and Cushing would shake 
hands! 


AN ANTI-EPINEPHRINE FACTOR IN TREATMENT- 
RESISTANT SCHIZOPHRENIC PATIENTS. Dr. LEO 
ALEXANDER (by invitation), Boston, Mass. 


A recent study of the prognostic significance of 
adrenalinmecholyl test (Funkenstein test) demon- 
strating the role of exaggerated or deficient autono- 
mic responses in prognosis revealed that markedly 
reduced response to epinephrine such as is charac- 
teristic of Funkenstein’s Group V_ constitutes the 
most unfavorable prognostic group of all. The dif- 
ferences between all reaction groups were found to 
be statistically significant at the .03 level. Inspection 
of the data made possible by a 2 x k Chi Square 
analysis revealed that Group V was the greatest con- 
tributor to this difference as the most unfavorable 
group. Most of the patients falling into this group 
are schizophrenics, a few chronic neurotics probably 
better classified as pseudoneurotic schizophrenics, 
and a number of chronic psychalgic states with or 
without overt depressive features. Prior to the 
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present study I had found that patients showing 
such reduced response to epinephrine did not <e- 
spond to any treatment except insulin coma. In he 
two instances in which full recovery had resul ed 
from insulin-coma therapy, the response to in':a- 
venous injection of epinephrine became normal wi :<n 
they recovered clinically. 

The present study is an attempt to study re 
physiologic characteristics of reduced response to 
epinephrine. On injection of 0.025 mg. of epi:e- 
phrine the biood pressure of most normal subj: -ts 
will rise 30 to 70 mm. Hg., the average being abvut 
50. For the purposes of this study, markedly n- 
adequate response to epinephrine has been defi: cd 
as blocd pressure rise of less than 20 mm. Hg. upon 
intravenous injection of the above-stated amovt. 
It was found that atropinization as well as admir is- 
tration of cortisone or ACTH counteracted the n- 
adequacy of response to epinephrine, suggest og 
that this inadequacy of response is probably caused 
and maintained by an anti-epinephrine factor of 
cholinergic, muscarinic nature which can be counter: 
acted by artopine as well as by the production of 
a hyperadrenal state. Two patients in whom the 
response to epinephrine became normal on ACTH 
therapy showed marked clinical improvement. One 
of these had failed on all other forms of treatment, 
while one had had no previous treatment. In the 
former the clinical improvement and the improved 
response to epinephrine outlasted the period of 
ACTH therapy. The other patient relapsed on dis- 
continuance of ACTH. These preliminary experi- 
ences warrant more extensive therapeutic trial of 
ACTH in patients exhibiting this type of autonomic 
reaction pattern. 

Discussion—Dr. Davip J. IMpAsTATO: The work 
of Dr. Alexander, and also of Drs. Funkenstein, 
Greenblatt and Solomon, may help us in sharpening 
our diagnostic abilities, because they have added, 
to the usual historical, physical and mental studies 
of reaching a diagnosis, easily obtained autonomic 
responses. If this work is fully corroborated, our 
psychiatric diagnoses may become more definitive. 
Their work may also help us to select a more specific 
type of treatment for our patients. Up until re- 
cently our indications for a specific type of treatment 
have not been very clear. With the help of the 
autonomic responses, the indications are clarified, at 
least to some extent. 

Dr. Alexander has advanced the findings of Funk- 
enstein and his collaborators, and his work supports 
the latter's postulate that changes in the psyche are 
accompanied by physiologic changes. The autonomic 
changes described by Dr. Alexander are just one 
aspect of the possible changes that might occur in 
the body before and following treatment. As you 
know, changes in the steroid excretion, in the blood. 
in salivation, in electrical responses of the br.in 
etc., have been described. I believe that eventu: ‘ly 
when all these changes have been correlated we | ay 


be in a better position to diagnose and treat ‘he 


patient. 
Dr. ALEXANDER: The question as to wi? ich 
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patients secrete an excessive amount of epinephrine 
or non-epinephrine respectively has to be evaluated 
on indirect evidence. Epinephrine does not counter- 
act the muscarinic effect of acetycholine. Therefore 
a drug like mecholyl will depress the blood pres- 
sure, such as in Funkenstein’s types VI and VII. 
N.r-epinephrine, on the other hand, does counter- 
act the muscarinic effects of acetylcholine, hence the 
blood pressure will not fall significantly and may 
e.-n rise on injection of mecholyl, because of its 
n.-otinic-adrenergic effect, such as happens in Funk- 


enstein’s types I, II and IV. In the types of cases 
which were the subject of my paper tonight, in 
whom the blood pressure failed to rise adequately 
on intravenous injection of epinephrine, we have no 
evidence as to whether or not they actually secrete 
inadequate amounts of epinephrine or nor-epine- 
phrine. But I believe that I have presented conclu- 
sive evidence that their capacity to respond to in- 
travenously injected epinephrine is blocked or 
counteracted by an anti-epinephrine factor, probably 
of cholinergic-muscarinic nature. : 
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ACUTE CEREBRAL VENOUS OCCLUSION MANIFESTED 
BY SPONTANEOUS SUBARACHNOID HEMORRHAGE. 
Dr. STEFAN SZANCER (by invitation), Bellevue 
Hospital. 


A 45 year old maie was admitted with a few 
days’ history pointing to an acute vascular disorder 
involving predominantly the left cerebral hemisphere. 
Lumbar puncture yielded a grossly bloody spinal 
fluid. This patient had a past history extending over 
a period of 20 years of venous thromboses involving 
the lower extremities and episodes of mesenteric 
thrombosis and pulmonary infarction. 

Autopsy revealed a subarachnoid hemorrhage with 
hemorrhagic destruction of the left temporal lobe 
due to thrombosis of the left middle cerebral vein. 

Literature dealing with the subject of non- 
infectious intracranial venous thrombosis was briefly 
reviewed. 


PsYCHOPATHOLOGIC INDICATIONS AND CONTRA-INDI- 
CATIONS FOR THE USE OF SUBCOMA INSULIN 
TREATMENT. Dr. Donato C. GREAvEsS (by 
invitation), New York Hospital, Payne Whit- 
ney Clinic. 

In distinction to the accepted definition of coma 
insulin therapy, the status of coma insulin therapy 
is still unclear. From 1942 to 1952 coma insulin 
therapy at Payne Whitney Psychiatric Clinic was 
considered to be that which produced a hypoglycemia 
sufficient to cause clouded consciousness for 45 to 60 
minutes, stopping short of coma. This procedure 
was used in the treatment of 212 patients. There was 
improvement in 79.6 per cent of 133 schizophrenic 
patients. Those psychopathologic reactions most 
favorably affected are catatonic excitements with 
marked fear, depression or elation; acute paranoid 
reactions with fear, incoherence, depression or ela- 


tion, and schizophrenic episodes of excessive anxiety. 
In contrast to those patients with schizophrenic ill- 
nesses, patients with affective illnesses did not do 
better when severe anxiety and fear were predomin- 
ant. Patients with elation and anger, sexual excite- 
ment, resentment and panic all responded well. Treat- 
ment was evaluated on the basis of psychopathologic 
examinations at the initiation and termination of 
treatment. No attempt was made to evaluate results 
of treatment in terms of the condition at discharge 
from the hospital, since it was felt that this would 
give a misleading picture of the usefulness of this 
form of treatment. It is felt that many distressing 
symptoms can be controlled or relieved by subcoma 
insulin without necessarily altering the basic under- 
lying illnesses. 


SCHIZOPHRENIC CHILDREN UNDER THE AGE OF SIX. 
Dr. MANUEL FurReER (by invitation), Bellevue 
Hospital. 


Two schizophrenic children from the nursery of 
the Children’s Service of Bellevue Psychiatric Hos- 
pital were presented to demonstrate what are con- 
sidered to be reparative attempts to deal with the 
deficiencies in adaptation that result from the char- 
acteristic lag in maturation of the ego. The pre- 
occupation with the surface of their bodies and with 
distant sense perception is felt to represent, in part, 
an effort to deal with an incompletely established 
body image and separation of the self from the not- 
self. The early rigidity and compulsiveness in their 
behavior, described by Kanner as a demand for 
sameness, and sometimes including impulsions as 
described by Bender and Schilder, are thought to 
represent, in part, an attempt to deal with an ex- 
ternal world conceived as chaotic. This conception 
arises partly out of the defect in differentiation of 








the self, as well as the projection of a sense of in- 
ternal disorganization, and perhaps also, direct dis- 
turbances in perception. It was pointed out that 
these preoccupations appear transiently in the normal 
develo>ment of the infant at a time when similar 
problems are being dealt with by the maturing ego; 
the body image problem under a year of age and 
the problem of the control and organization of im- 
pulses beginning between one and two years of age. 


A SURVEY OF GENERAL SURGICAL PROCEDURES IN A 
Group OF EMOTIONALLY DISTURBED WOMEN 
PATIENTS. Dr. WILLIAM A. TRIEBEL (by in- 
vitation), New York Hospital-Westchester Divi- 
sion. 


The difficulties encountered in diagnosing organic 
pathology requiring surgical intervention in emotion- 
ally ill persons are discussed. The case of a 26 year 
old nursery school teacher who was operated upon 
for what appears to have been psychogenic vomiting 
was presented. 

A review of previous surveys of this topic was 
made with a criticism of the adequacy of their con- 
trol studies. The results of a survey of 300 women 
patients at New York Hospital-Westchester Division 
with a control group matched with respect to age, 
marital, and socio-economic status was presented. 

The’ main findings were: 

1. The surgical rate among patients was 43 per 
cent, in the controls 28 per cent. 

2. The psychoneurotic group had a surgical rate 
of 65 per cent; the matched controls 23 per cent. 

3. Each diagnostic category had a surgical rate 
significantly higher than the controls with the ex- 
ception of the dementia praecox group when the rate 
was not significantly higher than the control group. 

4. Patients tended to have multiple procedures. 

5. In the patients in all diagnostic categories gyn- 
ecological and rectal procedures made up 44 per cent 
of the operations, but made up only 20 per cent of 
the operations in the control group. 

Several hypotheses were offered to explain these 
differences and some suggestions were made to the 
end of avoiding surgery for emotionally determined 
symptoms. 


THE CREATIVE Drive: A Case History. Dr. RICH- 
ARD S. BLACHER (by invitation), Mount Sinai 
Hospital. 


The artist has always enjoyed a special position 
in society, in part due to the unusual nature of his 
inspiration. He has been thought to create by rea- 
son of divine influence. Through the ages _philos- 
ophers have speculated on the basis for artistic 
creativity, and in recent years the creative drive has 
come under study by psychiatric workers. The sub- 
limation of sexual and infantile impulses, the need 
to turn from reality, the desire to control, and the 
wish to share guilt with others have all been men- 
tioned by psychiatric writers. The relationship of 
artistic creation to biologic creation in both men and 
women has been pointed out. A case history is 
presented which, it is felt, demonstrates the sublima- 
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tion of the biologic creative drive by means of artistic 
creativity. Further, it is shown how both types of 
creativity may be utilized as a defense against the 
fear of impending death or disaster. The patient is 
a 39 year old woman who was successively a sinyer, 
actress, sculptor, writer, poet and photographer, but 
who was dissatisfied with each artistic endea\or. 
Although unmarried, she decided to have a child. In 
her eighth month of pregnancy she developed a 
depression and was hospitalized. She talked freely of 
her early rejection by her mother, about identification 
with her father, and of strong homosexual tendencies, 
When she went into false labor she became panicky, 
and told of a story she had once written abour a 
woman who kept herself from committing suicide 
by means of frantic creativity, only to die in the end. 
When the patient is seen in the light of her own 
story it would appear that this magical warding off 
of death is the motivation for the patient’s own 
creativity. 
Discussion 

Dr. S. BERNARD WortTis: We have had an in- 
teresting evening, and the residents who have given 
papers tonight should be congratulated for keeping 
within their set time limit. This is a commendable 
start in one’s public speaking life! 

With regard to Dr. Szancer’s paper, migratory 
phlebitis is an interesting syndrome which was de- 
scribed by Osler. I am especially interested in this 
condition because it may be related to the develop- 
ment of an organic mental syndrome. I have seen a 
patient with this clinical picture. 

Dr. Greaves’ interesting report gives confirmatory 
evidence to reports from other clinics and emphasizes 
that the prominence of affective coloring in a 
schizophrenic improves his prognosis. I should like 
to know what Dr. Greaves meant when he indicated 
they used psychopathologic criteria other than our 
usual diagnostic labels. Perhaps he will describe for 
us more specific psychodynamic changes, that he 
intimates were used in evaluating these patients. 

Dr. Furer focused on the importance of recognizing 
the obsessive compulsive syndrome in earliest child- 
hood, together with changes in the body image 
psychology. This has been stressed by Bender and 
others, and suggests that there is a biologic basis 
for childhood schizophrenia. Dr. Lauretta Bender 
has also stressed the presence of “‘soft’’ neurologic 
signs as evidence of disturbance in neuromuscular 
patterning. 

Dr. Triebel’s paper points to the polysurgical 
addict, the emotionally disturbed patient. I hope that 
this paper could be read before the Surgical Section 
of this Academy. As I was listening to Dr. Tricbel 
I could not help but feel that our teaching of under- 
graduate medical students must be unsatisfactory, 
because we do not alert future physicians enough: to 
these problems. 

Dr. Blacher’s paper interested me very much, be- 
cause he described the psychobiologic creative drive 
in the artist, and how in his patient pregnancy repre- 
sented a drive to create. We see frequently in Bclle- 
vue many girls who are pregnant, where I think 
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there are other biologic drives in action rather than 
the artistic one! 

Dr. M. RALPH KauFMAN: I should like to com- 
ment on three of the papers. First, Dr. Greaves’ 
paper in which it seems to me he pointed out what 
struck Dr. Wortis, too, that as one looked at the 
various categories one was reminded of practically 
every group of case that had ever been presented in 
terns of improvement. Dr. Greaves made the point 
thar what he was talking about was improvement of 
sp: cific symptoms at the time, rather than improve- 
ment of the total situation. He also related the use 

| subcoma insulin treatment to intensive psycho- 
therapy. Some of his improvements are a little on 
the high side, but I think it was really in terms of 
the specific situation. 

in Dr. Furer’s paper he presented the Bellevue 
point of view in regard to childhood schizophrenia, 
and very well; the Bellevue group, especially Dr. 
Bender, has been in the forefront in the delineation 
of this particular category. 

Dr Triebel’s paper was the one which interested 
me most—outside of Dr. Blacher’s, since that came 
from our service. He pointed out one aspect of the 
situation, that psychiatric patients by and large 
seem to have more operations than non-psychiatric 
patients. Ideally every psychiatrist likes to feel he 
does not make a diagnosis by exclusion. On occa- 
sion, a diagnosis of no organic disease is made, and 
the psychiatrist is able to point out that there must 
be organic disease present. 

Dr. BERNARD C. MEYER (by invitation): I would 
like to add my appreciation of these five most inter- 
esting and diversified papers presented here this 
evening. I will confine my remarks to the last two 
papers. Dr. Triebel has spoken of surgical problems 
arising among psychiatric patients. The converse, 
too, is a rich and interesting field, namely, the 
psychiatric complications of surgical patients. There 
are patients who approach surgery with a conviction 
that they will die, a state of mind which must be 
distinguished from the more common fear of death. 
Experienced surgeons tend to shy away from oper- 


ating upon patients possessed of such gloomy fore- 
bodings because on occasion the latter have come 
true. 

Dr. Blacher’s patient, with whom I am familiar, 
provides a most fascinating study, embracing both 
psychologic aspects of pregnancy and of creative 
art. It is clear that this young woman was com- 
pulsively pursuing in vain one artistic expression 
after another and always failing to achieve her goal. 
It is also obvious that a basically self- destructive aim 
underlines her entire life story. 

Dr. JOSEPH W. OWEN: Dr. Greaves’ paper about 
the use of subcoma insulin reminded me that while 
on military service acute panic was a difficult. prob- 
lem to handle. These panics occurred in good con- 
scientious men who under long strain and great 
stress developed marked excitement with delusions 
and occasionally some hallucination. These states 
lasted generally one to three weeks. We tried every 
type of sedation we could, and we seemed to do very 
little for them, until someone suggested subcoma 
insulin. The results often were quite dramatic. I 
should think further experimentation with this 
method might be indicated on various excited wards. 

Dr. DONALD C. GREAVES: I would like to make 
two points. We did not have any detailed informa- 
tion on the different groupings from the standpoint 
of psychodynamics. 

I wish to thank Dr. Kaufman for emphasizing 
that the impression was based on the patient’s state 
at the completion of insulin and had little correla- 
tion with the state at the time of discharge from the 
hospital. A good many were in the hospital for 
weeks and months following the completion of their 
insulin treatment. 

Dr. WILLIAM A. TRIEBEL: I am sorry if I have 
left the impression that I felt this increase was en- 
tirely due to needless surgery; we do not have 
enough evidence in this survey to say that. Prob- 
ably a proportion of these cases do represent people 
who had no pathology. Operation proneness is 
probably due more to anxiety and body over-concern 
than due to conversion. 
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Eissler, Ruth S., M.D., Freud, Anna, LL.D., 
Hartmann, Heinz, M.D., and Kris, Ernst, 
Ph.D., Editors, THE PsyCHOANALYTIC 
STUDY OF THE CHILD, VOLUME III. [New 
York: International Universities Press, 1953. 
Pp. 412, $7.50.]} 


This volume represents the latest volume in 
this annual series which by now needs neither 
introduction nor endorsement. It has estab- 
lished itself as a valuable and happily antici- 
pated . yearly event. There are presented 
twenty-two papers most of them appearing in 
print for the first time. As always the list of 
authors is very distinguished: Anna Freud, 
Hartmann, Bornstein, Greenacre, Eissler and 
Roheitn to mention a few. 

As to the quality of the individual contri- 
butions, it remains uniformly high, although 
not all are of equal interest. Bornstein’s long 
paper on a ‘Fragment of An Analysis of an 
Obsessional Child” is of very great interest 
and beautifully written. Hartmann gives us 
an extremely valuable paper on the meta- 
psychology of schizophrenia in which he ap- 
plies some of the newer work and theorizing 
on ego psychology to the problem of schizo- 
phrenia. He studies the problem in terms of 
specific ego functions which he integrates 
with certain well-known data about schizo- 
phrenic defense, object relations, language and 
reality testing. He hopes to bridge some of 
the gap between instinctual and ego aspects 
of schizophrenia. He finds that “‘his hypothe- 
sis of deficiencies in the primary autonomous 
factors in the ego contributing to the vulner- 
ability of defense and neutralization.” This 
he feels is one etiological factor in schizo- 
phrenia and one of the factors in predisposi- 
tion to the disease. The paper reserves careful 
study and is not easily summarized. The 
other contributions in the volume are nearly 


equally stimulating, and in a longer review 
would deserve discussion. 
highly recommended. 


The volume is 


JOSEPH ZINKIN. 


Fenichel, Otto, THE COLLECTED PapPEns: 
First Series. [New York: W. W. Norton 
& Co., 1953. Pp. XIV + 408, $6.50.]} 


This is the first of two volumes to’ be pub- 
lished which will gather the late Dr. Fenichcl’s 
widely scattered papers and present many of 
them in English for the first time. Fenichel 
was a distinguished psychoanalyst and is best 
known for his encyclopedic ‘‘The Psycho- 
analytic Theory of Neurosis.” The papers 
forming this first volume were written be- 
tween 1922 and 1936. The second series, now 
in preparation, will contain the papers written 
between 1936-1946. These papers have been 
collected and edited by Dr. Hanna Fenichel 
and Dr. David Rapaport. The papers not pre- 
viously available in English have been trans- 
lated by James and Alix Strachey. 

The thirty-four papers here presented do 
not reveal Finichel as a pioneer nor as a great 
speculative mind, but rather as a critical, dili- 
gent observer and systematizer. Some of his 
papers remain classical in the literature of 
analysis. It is a fine monument to an honest 
scientist and will remain delightful and valu- 
able reading for a long time to come. 

JOSEPH ZINKIN. 


Krieg, W. J. S., FUNCTIONAL NEUROANATO- 
MY. Second Edition. [New York: The 
Blakiston Co., 1953. Pp. XVIII + 0659. 
$9.00. } 


The first edition of this book appeared 
twelve years ago, at which time it was con- 
sidered one of the best treatises on the sub- 
ject. The author’s outstanding ability in artis- 
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tic draftsmanship, as demonstrated in the re- 
markably instructive three dimentional illustra- 
tions, affords the student a clear and pleasant 
visualization of the various brain structures. 

The plan of the present edition follows 
along the same principles as the first by stres- 
sing the structural organization of the neuraxis 
in terms of its functional systems. The con- 
tents of all the chapters have been brought 
up to date. 

The text is concluded with a guide to labora- 
tory studies of the central nervous system, and 
an atlas of drawings of serial sections of the 
brain, stem, and spinal cord in transverse plane 
and of the cerebral hemispheres in frontal and 
horizontal planes. 

As a neuroanatomical text for the use of 
students of neurology preparing for examina- 
tions, and as a source of reference for the 
practicing neurologist, the book has few equals. 
Its nineteen chapters cover the field excep- 
tionally well. 


Sadler, William S., PRACTICE OF PSYCHIATRY. 
[{St. Louis: C. V. Mosby Co., 1953. Pp. 
1183. $15.]} 


This volume is from the pen of a psychia- 
trist who has been at it for nearly fifteen years. 
The volume shows the broad perspective and 
eclecticism of one who has lived through all 
the major movements and developments of 
modern psychiatry. This. textbook is more in- 
clusive than any other on the market. It con- 
tains a massive amount of information and is 
up to date. It should be very helpful to gen- 
eral practitioners and budding psychiatrists. 
Experienced psychiatrists will find it to be a 
very useful reference volume. It is divided 
into seven parts; General Psychiatric Consider- 
ations, The Pathoses, The Neuroses, The Psy- 
choses, Personality Disorders, Psychosomatic 
Diseases, and General Psychotherapeutics. 
There is an appendix on schools of psychiatry, 
an eight page bibliography, a thirty-four page 
glossary, and a thiry-six page index. The 
author prefers to think of the practice of psy- 
chiatry as the practice of personology, which 
the reviewer would consider an inadequate 
term. The term pathoses, following Thorne, 
is used to classify the ‘pre-neurotic disorders.’ 
In such a massive volume one cannot agree 
with everything, but this is not so important 
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as the author does not at all lean to dogma. 
The volume is well recommended. 

A. WN. F. D. 
Annual Report 


Smithsonian Institution. 


{ Washington, D. C.: United States Printing 
Office, 1952 (1951 Report). Pp. 449 illu- 
strated, and 1953 (1952 Report). Pp. 461, 
illustrated. $3.00 per volume.) 


These Smithsonian reports continue to com- 
mand the interest of scientists representing a 
wide variety of disciplines. In addition to the 
reports of the activities of the different depart- 
ments composing the Institution, each volume 
has a “General Appendix” presenting articles 
dealing with a variety of scientific researches 
and reviews, 

Among the articles in the 1951 report, the 
following should be of particular interest to 
physicians. “On Einstein’s New Theory,” by 
Leopold Infeld, ‘Ultrasonics’ by Arthur R. 
Laufer, “The New Chemical Elements,” by 
Saul Dushman and ‘Enzymes, Machine Tools 
of the Cellular Factory,” by B. A. Kilby. In 
the 1952 report, “Recent Advances in the 
Study and Techniques of Anatomy,” by P. G. 
Roofe, and S. W. Lesher, “Pharmacology of 
Antibiotics,” by Henry Welch, and “The Use 
of Music in the Treatment of the Sick by 
American Indians,’ by Francis Densmore.” 
Both volumes are liberally illustrated by photo- 
gtaphs and maps. Their publication consti- 
tutes an outstanding service to science and 
scientific interests. 


Sunder-Plassman, Paul, SYMPATHETICUS CHI- 
RURGIE. {[Stuttgart: Georg Thieme; New 
York: Grune & Stratton, 1953. Pp. 162. 
146 illustrations. D. M. 54.} 


The author of this book, Prof. Dr. Paul 
Sunder-Plassman, Director of the Surgical 
Clinic and Polyclinic of the University of 
Munster, Westfalia, has spent 25 years in 
this field of research and practice, and the 
variety of surgical operations presented on the 
sympathetic nervous system seems to be com- 
plete and inclusive. 

Following a brief introduction, the text 
passes on to the fundamental ground work of 
sympathetic surgery, describing and illustrating 
in detail the gross and microscopical anatomy 
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of the divisions of the vegetative nervous sys- 
tem. The next major section of the book deals 
with the innervation of the blood vessels, the 
lymph channels, lymph ballicles, and the struc- 
ture and physiological significance of the 
glands composing the neurohormonal system. 
It then follows an account of the sympathetic 
system pathways, cords, and central nuclei. 
Exactly half of the pages of text is devoted 
to this valuable preparatory orientation and 
the fundamentals. 

The second half of the book presents the 
clinical surgical indications and aspects of 
numerous syndromes including those for sym- 
pathetic blocking (cervical stellate, ganglion, 
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splanchnic, lumbar, sacral peripheral vesse 
for pains, etc.) and pharmacological blocki: ¢ 
procedures. 

A section is devoted to surgical techniqu.s 
of the different operations indicated, follow: 
by a description of the diseases and conditio 
such as aneurysms, arthritis, embolisms, Ri y- 
naud’s disease, ‘‘central’’ pain, causalgia, hyp: r- 
tension, etc., that may be relieved by these 
operations. 

This is a most valuable book for the nc.t- 
rologist and the surgical clinic. The pap 
printing, and numerous illustrations are super. 
It is a splendid job of bookmaking from tic 
publishing standpoint and a pleasure to reid. 


BOOK REVIEWS 


Abrahams, Joseph, and Varon, Edith, MATER- 
NAL DEPENDENCY AND SCHIZOPHRENIA: 
MOTHERS AND DAUGHTERS IN A THERAPEU- 
TIc Group. A GroupP-ANALYTIC STUDY. 
{New York: International University Press, 
1953. Pp. 240, $4.00.} 


This is really an intriguing study, and one 
that is more than necessary to our knowledge 
of the problem of the gensis and life-history 
of schizophrenia. It is rather a pity that such 
a relatively pioneer work proves to be so re- 
latively sterile in new conclusions. It is a 
striking example of much effort and few posi- 
tive results, 

The research was done at St. Elizabeth’s 
Hospital as a part of the Group Psychotherapy 
Research Project supported by V.A. funds and 
having Dr. Florence Powdermaker as the re- 
sponsible investigator (1947-1949). The basic 
and original idea was that of putting in one 
group seven mothers and their seven schizo- 
phrenic (but adult) daughters. The patients 
were chronically ill. The object was to study 
their relationships and inter-actions both as 
pairs and as a group. The important contribu- 
tion of the project is the obvious dependence 
of the mothers on the sickness of the daughters. 
The authors speak of the ‘‘daughters’ as the 
mothers’ alter egos.” The records of the 
sessions are given verbatim. It is, up to a point, 
extremely fascinating as a record, but seem- 
ingly less productive of basic results and con- 


clusions than one would have hoped for. The 
group analysis and therapy was necessarily 
carried on a very superficial level. To have 
accomplished the task of keeping the group 
together was in itself a feat. 

The mother’s anxiety, dominance, resistance 
and tremendous emotional involvement is out- 
standing. Yet the total impression of the work 
is that far more questions were raised than 
answers given. One can only hope that more 
such studies will be made and carried for 
longer periods and at deeper levels. The read- 
er is impressed with sickness of the mothers 
of these daughters—an observation with which 
every psychiatrist has long been familiar. Cer- 
tain reactions to the illness, the hospital, socicty, 
and the family are clearly in need of further 
study and would be fruitful from a sociological 
point of view. 

JOSEPH ZINKIN. 


Ames, Louise Bates; Learned, Janet; Metraux, 
Ruth W.; & Walker, Richard N., CHILD 
RORSCHACH RESPONSES: DEVELOPMENTAL 
TRENDS FROM Two TO TEN Years. {New 
York: Paul B. Hoeber, Inc., 1952; Pp. xiv+ 
310. $7.50.] 


Measurement in psychology never 
from a zero point but from an average «ind 
extends in two opposite directions, toward ‘he 
greatest and the lowest value scored by m m- 
bers of the studied group of persons. | 1s 


st.rts 
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impossible to evaluate an individual without 
knowing the norms of the group to which he 
b-longs. The main contribution of this very 
viluable and greatly needed book consists of 
norms for children between the ages of two 
aad ten, There are 13 age level norms in this 
\olume, separate norms for each half-year level 
between two and six, and for each full year 
between six and ten years. Each set of aver- 
azes is based on examinations of 50 children, 
boys and girls. No previous attempts at estab- 
lishing norms were founded on such a large 
group of children, 650 altogether, nor included 
such a wide age range. Nearly all of the chil- 
dren are from two Connecticut towns and the 
great majority of them come from higher socio- 
economic groups. Three-fourths of them are 
of superior intelligence and none is below the 
dull normal level. It is very difficult to obtain 
a large and truly representative sample. The 
children were brought in by the parents for 
consultation for reasons such as these: mother 
did not quite understand her child, child was 
jealous of a sibling, was fearful in gym, was 
absentminded, etc. 

Intelligence has a distinct influence upon the 
Rorschach results of children as well as of 
adults. Therefore we need norms for each of 
the intellectual levels (superior, average, in- 
ferior) at each age level. The authors of this 
book performed an excellent job in providing 
us with norms for the brighter half of chil- 
dren. Although this book is not an introduc- 
tory manual, it contains a description of the 
authors’ scoring system, of the technique of 
administering the Rorschach to children, and of 
previous studies in the field. The reader is 
given an opportunity to acquaint himself with 
the perceptanalysis of childhood. The numer- 
ous sample records are most helpful. The au- 
thors were not motivated merely by a desire 
to create useful statistical tables but by the 
well-founded wish to deepen the understand- 
ing of the child’s psychology and particularly 
of the modifications in the child’s psychology 
brought about by the gradual process of matu- 
ration, This book, a product of the Gesell 
Institute at Yale University, is indispensable 
for anyone interested in the application of the 
Rorschach method to children. 

Z. A. PIOTROWSKI 
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Bassett, David L.. A STEREOSCOPIC ATLAS OF 
HuMAN Anatomy. [Portland, Ore.: Saw- 
yers Inc. 1952. Pp. xxl + 482 + 238 
Colored Kodachrome transparencies in four 
volumes $27.50. View Masters extra cost 
$2 — $7.00.} 


At occasional intervals during the past score 
of years various publishers have presented 
anatomical atlasses of the stereoscopic type. 
Considerable gain in learning can be had from 
such a technique, since everyone concerned 
with human anatomy has frequent occasion to 
refresh his mind on the subject, and this need 
is particularly true in the field of neuroanatomy. 
Three-dimensional presentations are ideal for 
original learning or for review, since they 
present varying dissections readily available 
with considerable more accuracy than flat plates. 
Depth perspective can be maintained and is of 
tremendous value in appreciating the relation- 
ships so essential in neuroanatomy. 

This recent stereoscopic atlas, which is the 
first section of a complete human anatomy, is 
published in four volumes dealing with the 
central nervous system. The technique of stereo- 
scopic projection involves the use of the well- 
known View-Master kodachrome transparencies 
employing a regular View-Master with or with- 
out special lighting attachments. This technique 
is much more compact than the older stereop- 
tican and since permanent lighting attachments 
with transformers and cords are available, 
standardized lighting situations can be main- 
tained. From a view technique angle, there- 
fore, this production is mechanically out- 
standing. 

The heart of such an atlas, however, is not 
in its mechanical features, but in the reproduc- 
tions themselves, and here the author and the 
photographer have collaborated in scientific 
color photography to produce an amazing col- 
lection of outstanding reproductions. The 
depth perspective and illumination of deep 
lying structures is extraordinarily well done 
and deep recesses and foramena beautifully 
depicted. The 238 kodachrome transparencies 
must be considered as a masterful achievement. 

The final phase and of course the entire 
basis of the work is the original dissection and 
preparation, and here the anatomical skill of 
the author has yielded a most useful series. He 
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started by using the same subject inasfar as 
possible for all successive dissections, giving 
unity and permitting sufficient overlap for ade- 
quate orientation. Every effort was made to 
show the natural relations and unusual pro- 
cedures and special techniques were employed 
only when necessary. The result is a series of 
dissections which should be of profound in- 
terest to the professional anatomist as well as 
the student. 

Along with the kodachromes the author has 
presented a series of sketches based on trac- 
ings of the original photographs. One of the 
views of each dissection was enlarged and 
traced against a grid which shows the magnifi- 
cation or reduction in each case. The tracings 
were then given adequate shading and labeled, 
making for rapid identification of the struc- 
tures viewed. This technique is most conven- 
ient and does away with the distortion result- 
ting from pin sticking or labeling the speci- 
mens themselves. 

The labeling employs BNA terminology and 
in instances where no such terms exist ap- 
propriate English terms are used. The Atlas 
carries a complete conversion table for such 
terms and anyone familiar with any of the 
classification systems will be easily able to use it. 

In addition to the outstanding value of the 
dissections, the color is excellent, the author 
using the latex color red or painting the arteries 
if necessary, and latex blue or paint for the 
veins. Lymphatic vessels are easily recognized 
and of course all views are of actual human 
tissue, not models. 

From the point of view of the neurologist 
or the psychiatrist, the selection of the dissec- 
tions is important. It is of course impossible 
in a review to cover this material ia detailed 
fashion, since it would merely represent a repe- 
tition of the lists of pictures. The first section 
involves exploration of the meninges of the 
brain in situ and exploration of the brain from 
its basal aspect. This section is bound into the 
first volume, which contains the sketches and 
the labeled nomenclature. There is also a 
short discussion of each section for orientation 
purposes. At the back of the text the koda- 
chrome views are mounted in separate, readily 
available envelopes, are of extremely easy ac- 
cess and each volume presents a compact, self- 
contained section. 
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Volume Two takes up the exploration of tlie 
brain from its superior, lateral and medial as- 
pects, and Volume Three considers exploration 
of those parts of the brain supplied by thie 
posterior cerebral artery and a complete study 
of the cerebellum. This section also includ.s 
the relationships of the cerebellum to the bra:n 
stem and exploration of the basal aspects >f 
the medulla and pons. Volume Four takes ip 
serial transverse sections of the brain stem aid 
while these are not microscopic sections, tie 
preparations are so clear as to make them .I- 
most reasonably good substitutes, since all i:n- 
portant details can be easily made out. Most 
important, this section shows in_ beautiful 
clarity the relationships of the various techni- 
ques and the brain stem structure. This scc- 
tion also includes dissections of the frontal 
section of the brain and an exploration of the 
spinal cord and meninges in situ. 

Finally, there are seven radiographs of the 
brain, including some excellent angiograms 
and some pneumoencephalograms, which 
should be of value to the beginning student. 

From the above cursory summary, it can be 
seen that the material covered is most adequate 


for the student in neuroanatomy and particu- 
larly ideal for the psychiatrist or neurologist 
who wishes to check a point for reference in 


any situation. It should prove of particular 
value to those psychiatrists who are preparing 
for special examinations, since the _ sterco- 
graphic productions reproduce the actual brain 
tissue in a fashion which no flat plate can ever 
hope to achieve. 

In addition to the above features, there is a 
very comprehensive index, which is readily 
workable. 

Perhaps the only complaint which can be 
directed at this amazing production is the cost, 
which at first glance may seem expensive. If 
one works through the Atlas, however, the 
time and energy involved in the dissections and 
the: technical skill employed in the reproduc- 
tions yields the impression that the price is 
negligible in comparison to value received. It 
is extremely seldom that a stereoscopic atlas 
can be enthusiastically recommended to be::in- 
ners as well as experts. This volume certainly 
qualifies from the neuroanatomical viewpo:nt. 

DoucGLas M. KELLF’ 
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Bellak, Leopold, with Pasquarelli, Blaise, 
Parkes, Ernest, Sonya Bellak, and Braver- 
man, Sydell. MANIC-DEPRESSIVE PsyCHOSIS 
AND ALLIED CONDITIONS. [New York: 
Grune and Stratton 1952. Pp. xiii + 306, 
$9.75.]} 


Bellak and his collaborators give us in this 
volume a review of the literature (some 1200 
references) on manic-depressive psychosis and 
many of its closely related conditions. His 
previous volume on Dementia Praecox, 1948 
was, of course, along similar lines and very 
valuable. The present work was supported by 
a research grant from the National Institute 
of Mental Health of the U.S. Public Health 
Service. 

It is to be carefully noted that this is not a 
highly critical review; there are only minor 
(and often very personal) judgments as to the 
validity of any of the specified data covered 
in the many references. It is for the reader to 
make such evaluations and to know that a cer- 
tain piece of work or a certain statement has 
been made by someone, somewhere. 

The senior editor has given us in his in- 
troduction a multiple-factor psychosomatic 
theory of the manic-depressive psychosis along 
the same lines as that which he offered for 
schizophrenia. This is really a none-too-well 
thought out conglomeration of electic theorizing 
which is not too helpful. We have had a good 
deal of this in the past, as the history of 
psychiatry bears out. As for the body of the 
book itself, we must admit a certain disap- 
pointment. There is a vast difference between 
the quality and thoroughness of this volume 
as compared to the previous one on dementia 
praecox. There is here a hurried, superficial 
and often amateurishness about the abstracts. 
Important details are not given; conclusions 
seem to crop up seemingly out of nowhere. 
Many references are listed in the bibliography 
at the end of each chapter which have not 
been mentioned or reviewed in the text. A 
review should review, not merely list articles 
or work in the bibliography; for that we have 
the Index Medicus. The review (and number) 
of references included in the second part (cov- 
ering reactions to pregnancy, involution, and 
old age) are far too few in view of the total 
literature in these areas. The treatment of 
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these very common and extremely important 
conditions is definitely inadequate. This volume 
is far inferior to its campanion volume on 
schizophrenia. Nonetheless, it is a useful com- 
pendium, since there seems to be a tendency 
to neglect these conditions for the more over- 
whelming problem of schizophrenia. 

One word as to the printing of the volume 
itself. The paper is very poor—stiff, thick 
and cheap, the binding none too strong; the 
price, for a relatively small book of some 300 
pages, is outrageously high even for times of 
high production costs. Medical books are no- 
toriously expensive, but there is certainly a 
point at which we feel we must begin to protest 
and react strongly. 

JOSEPH ZINKIN. 


Bender, Morris B. DisORDERS IN PERCEPTION. 
{ Springfield, Ill.: Charles C. Thomas 1952. 
Pp. 109. $3.00.} 


This monograph is subtitled, With Particular 
Reference to the Phenomena of Extinction and 
Displacement. The work involved was done 
with different collaborators and frequent refer- 
ence was made to the principles of Jackson and 
the observations of Head. The subjects were 
brain injured veterans, cerebral palsied chil- 
dren, adults with disease of the nervous sys- 
tem and normal individuals. The principal 
used was that of simultaneous stimulation of 
two different regions in a sensory field. This 
showed disorders in perception which were not 
apparent on 4 tests using single stimulation. 
The two chief defects were a lack of response 
or reduced perception and a mis-localization 
of the percept. The method of simultaneous 
stimulation has been in use for long going 
back to Oppenheim in 1885. The phenomenon 
that the author calls extinction he notes as hav- 
ing been described before under such terms 
as inattention, repression, sensory eclipse, etc. 
In the process a sensation disappears or a 
stimulus becomes imperceptible when another 
sensation is evoked by simultaneous stimula- 
tion elsewhere in the sensory field. In dis- 
placement the subject perceives two stimuli but 
one of the percepts is displaced in a predictable 
direction. Among types of displacement previ- 
ously described are allesthesia, synesthesia and 
excsomesthesia. Obersteiner described allo- 
chiria in 1880. Crossed displacement and con- 
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tralatera! displacement have previously been 
described. The author says there have been 
few if any reports on displacement of the type 
he describes. There is a close relationship be- 
tween extinction and displacement. They may 
be found in the normal subject but in the 
patient with disease of the brain or spinal 
cord the phenomena appear quite conspicuous. 
The subject is considered under the following 
headings; Modes of Stimulation and the Pheno- 
menon of Extinction, Sensory Phenomena Ob- 
tained on Simultaneous Stimulation in the Nor- 
mal, Extinction Phenomena in Disease, Special 
Studies in Extinction, Extinction and _ the 
Phenomenon of Sensory Displacement, and 
Theories on Extinction. Extinction seems to be 
an inherent part of every sensory process while 
displacement also is a mode of interaction be- 
tween two stimuli. Case material is given. 
This monograph is a very useful contribution 
carried out along excellent scientific lines, It 
should be welcome reading to clinical and re- 
search neurologists. The testing maneuver used 
for a long time is brought to fresh light and 
reexamined. Its usefulness is enhanced in that 
it is helpful in doubtful or difficult cases. 
. A.N. F. 


Benedek, Therese, PSYCHOSEXUAL FUNCTIONS 
IN WoMEN. [New York: The Ronald Press 
Co. 1952. Pp. 435. $10.00.} 


This volume is a Chicago Institute for 
Psychoanalysis study. The author herself sums 
up the: purposes and conclusions of the study 
fairly well. ‘The primary object of this study 
is the discovery of laws which govern the re- 
sponse of women to the fluctuations of their 
hormones during the sexual cycle. The psycho- 
analytic concept of the personality as a dynamic 
and structural organization provides a_ basis 
for segregation of the individual variations, 
and this is a prerequisite for the recognition 
of those psychodynamic processes which uni- 
versally motivate sex behavior.’ ‘‘Essentially, 
the task was to present the method by which 
the correlations between ovarian function and 
the psychodynamic processes were disclosed. 
The presentation of the vaginal smear, basal 
body-temperature technique has shown the 
method for estimation of qualitative and quan- 
titative changes in sex hormone production. 
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Exposition of the psychoanalytic technique was 
applied to this investigation has shown ho 

psychodynamic manifestations are correlate | 
with hormone changes. The coordination «' 
these two methods, despite the differences i 

their fields of observation, has provided a ne 

tool for biological research. We have used tl 

estimation of the gonad function as the bas ; 
for comparison with the predictions whic 
were deduced from interpretation of the ps - 
choanalytic material. The reasons for this pri - 
cedure and its advantages are obvious. A - 
though the histological changes of the vagii 1 
mucosa can be related only indirectly to ova - 
ian function, the relationship is simple. Whi 
psychoanalysis is the best available method «f 
interpreting the motives of human behaviou;, 
we could not at the beginning be sure that we 
should find that our methods would disclose 
a simple and direct relationship between ova:- 
ian cycle and behavior. This relation, how- 
ever, is so clear that it tends to validate both 
methods and to justify the deductions. Thus 
we believe this investigation has shed light 
upon some problems of psychoanalytic theory, 
especially those of the sexual drive.” “As a 
result of the present investigation we can say 


that the sexual cycle is a psychosomatic unit.” 
“The question of whether this investigation 
can be used for the purpose of combining 
hormone therapy with psychoanalysis has al- 
ready been raised. We studied only how the 


individual reacts to her own hormones. It is 
not improbable that microscopic study of the 
psychodynamic reactions to hormones might 
clarify indications for hormone therapy. But 
it is evident that the psychosomatic reactions 
to hormones are so complex that we should 
caution against medication with hormones 
rather than encourage it.” “These and many 
other related problems await an answer from 
future research. This work should be viewed 
and examined as a step in the direction of 
fathoming the riddle of psychosomatic func- 
tion.” The author has made a useful and good 
‘step’ in the direction indicated. The voluine 
should be valuable for those doing research i 
this direction. It makes a worthwhile libr.:ry 
reference volume. Boiled down to monogr« 

size one might have recommended it for g 


g 
eral use but it is a large volume at a pr 
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good price and the reader should look it over 
hefore investing. 
A. N. F. 


bergler, Edmund, THE Supereco. [New 
York: Grune & Stratton, 1952. Pp. x + 367. 
$6.75.] 


This book presents a series of the author's 
iavestigations dealing with the differentiation 
setween conscious conscience and the uncon- 
cious conscience, which the author feels is the 
-cal master of the personality. 

He begins with a discussion of the power 
vf the superego, working on the notion that 
the unconscious conscience is a dynamic “‘tor- 
ture for torture’s sake . . . all-powerful and all 
pervasive” force. He lists some dozen compo- 
nents which are hypothetical but of interest. 

The author in his next chapter lays out some 
rules taken from his book The Basic Neuroses 
to exemplify the types of torture of the super- 
ego which include its peculiar formalism, tke 
equating of wish and deed, its refusal to ac- 
cept excuses, its devaluation of success, and 
many others. These rules laid out dogmatically 
make one almost feel the author is talking 
about something real, and the reader should 
be frequently reminded that the whole book. 
is strictly hypothetical. 

Bergler differentiates three sorts of con- 
sciences, the normal, which “ordinarily gives 
a stop signal which is obeyed’’; the neurotic, 
in which “the stop signal is only the preamble 
to corruption and compromise’; and the crimi- 
notic, which permits false aggressive defenses 
to develop and, hence, demands strong maso- 
chistic penalties. This sort of classification un- 
doubtedly describes the functioning of some 
people, but one wonders if all the world fits 
these three groups. 

The author next shifts into problems of the 
re-formulation of oralmegalomaniacal material, 
giving examples of the child’s development 
through the oral, anal and phallic levels, and 
the resultant methods of handling various prob- 
lems developed in these periods. He stresses the 
position of psychic mechanism in neuroses, and 
then proceeds to a very complicated discussion 
of the paradoxical moral code of the uncon- 
scious ego. Here he uses a technique known 
as “psychic microscopy” in which he works 
out various layers of function, making the en- 
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tire evaluation seem most scientific and, hence, 
I suppose, theoretically accurate. Actually, the 
chapter, as is the book, is made up of a series 
of assorted cases, literary quotations, bits of 
psychiatric information, and general hypotheses 
jammed together to make exceedingly diffi- 
cult reading and almost defying comprehen- 
sion. 

The author next introduces us to a chapter 
on external and internal justice in which he 
shows considerable lack of cognizance about 
the external part at any rate. His discussion, 
for example, of cattle rustling is remarkedly 
naive. He points out that the inner code is 
much more cruel, giving no time off for good 
behavior, and he has a long set of tables com- 
paring the two types of justice, which certainly 
highlight his point. The same sorts of tables 
appear in his next chapter on normal and 
neurotic guilt, comparing the two. The next 
part of the book deals with the problems of 
neurotic symptoms and their pseudo-connota- 
tions, followed by a fairly sudden shift into 
the relationship of dreams to the inner con- 
science and our first thoughts on awakening. 
He concludes with an interesting discussion on 
whether or not the parents or the inner con- 
science should be blamed for the neuroses of 
the child, and here he suggests that in some 
cases “the worst the parent can do is to force 
the chiid to create specific defenses, while 
at best the parent cannot prevent specific in- 
fantile misconceptions.” This certainly leaves 
the parent out of the picture and puts it 
squarely up to the child, some of whom, he 
says, ‘‘ ‘cannot take’ the unavoidable hurts in- 
herent in unavoidable infantile frustrations.” 
If this be true, one would suppose we might 
as well give up the parents and start work 
early on the children. If they can't take it, 
however, one wonders what is the future of 
the human race. 

The last chapter is headed “The Tragi- 
comedy: Superego Triumphant,” and one feels 
that this is a good title, since it highlights the 
entire book—comic in its overdrive toward 
scientific accuracy, and tragic in its attempt to 
force a hypothetical notion into such a frame- 
work. Some of the author’s concepts certainly 
are important, and one wishes that they could 
have been presented in a simple, uncomplicated 
fashion where they could be adequately evalu- 
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ated and used. In their present distribution, 
scattered throughout the pages of the book, I 
fear they will-be lost in its chaos. 

Douc.as M. KELLEY. 


Bridgman, M., COLLEGIATE EDUCATION FOR 
Nursinc. [New York: Russell Sage Foun- 
dation, 1953. Pp. 205. $2.50.} 


The Nursing profession, particluarly those 
responsible for educational programs and hos- 
pital administration, will be grateful to Dr. 
Bridgman and the Russell Sage Foundation for 
this appraisal of the field of Nursing educa- 
tion. 

Limitations of the existing educational sys- 
tems along with causes and remedies are given 
in a competent and objective fashion. The 
underlying conflict has been between the neces- 
sity for maintaining Nursing services and keep- 
ing hospital costs down on the one hand, while 
on the other, the need is to improve Nursing 
education to equip personnel for increasingly 
diversified and demanding abilities. Both are 
legitimate interests but the educational inter- 
est was the half that lagged. This can no 
longer be done and compete with other pro- 
fessional opportunities open to high school 
graduates. Hence, another value of this book 
comparing curricula of the higher institutions 
of education with those the Nursing schools 
gives much help in revising the programs to 
meet sound educational principles of estab- 
lished learning institutions. However, the sta- 
tistical factors and increased faculty seem to 
be emphasized without giving sufficient atten- 
tion to qualitative teaching and learning situ- 
ations that Nursing offers. With all the weak- 
nesses inherent in the Nursing schools, in 
hospitals particularly, other professions have 
long recognized the values of the parallel prac- 
tice to Nursing students as compared to other 
professional groups. Too much practice with- 
out supervision is an accurate criticism how- 
ever. 

Dr. Bridgman has pointed up the historical 
development of the hospital school curricula 
and is to be commended for the analysis of 
the overcrowded preclinical period in particu- 
lar. The entire hospital school is examined in 
a very competent and clear way, thus enabling 
hospital administrators and faculty to judge 


of its proper status among the various types 
and levels of education now recognized. 

The conclusion of this report is that thoug!: 
some hospital schools are designated as “pro 
fessional schools,” they do not fit into this des 
ignation as is generally defined by higher edi 
cation. Throughout this book are pertinent 
and convincing evidences of the need to pla. 
Nursing education in colleges or other corn- 
parable institutions. One extremely importa:t 
point is in recruiting, indicating why couns:- 
lors and parents and the public as a whole 
would cease diverting young people away from 
Nursing if the schools were changed. Tic 
need for public education is pointed out in the 
differentiation of functions and areas in ord:r 
to eliminate the concept of manual work pre. 
dominately. Nurses themselves have interfered 
with this advancement by performing satisfac- 
torily all the diverse functions custom has as- 
signed to them and showing a reluctance to 
accept other people as co-workers. Recent 
progress has been made in recognition of other 
workers as well as the need for special prepara- 
tion for specialized positions among Nursing 
functions. There is an examination of the vari- 
ous types of existing baccalaureate curricula 
with weaknesses present. The loose arrange- 
ments made by some colleges with hospital 
schools is noted, indicating an over-emphasis 
upon degrees as such without sufficient under- 
standing of the content and quality of the edu- 
cation they represent. 

Post hospital school supplementary and 
graduate programs are included in this report. 
Nursing education on a graduate level does 
not always represent truly graduate work and 
there are several kinds of baccalaureate degrees 
too. The lack of uniformity in graduate pro- 
grams is deplored as is the same situation in 
the hospital school but they currently have to 
meet the needs of Nurses with too wide vari- 
ations in the basic course to permit uniformity 
of the graduate course just yet. 

Finally the problems are reviewed including 
contributions possible by practical Nurscs. 
Hospital schools are declared unreliable as a 
source of staff Nurse supply since they vary 
so much in quality and have such a predomi- 
nantly apprenticeship nature as to delay the 
educational process. They do not provide ade- 
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quate foundations for specialization and ad- 
vancement professionally. This study does not 
fecl the affiliation programs consisting of two 
years of college followed by the same diploma 
programs is a solution to improving Nursing 
competence. 

Hospital administrators, physicians, health 
and welfare organizations, educators, and 
Nurses themselves, are urged to work together 
in the reorganization of Nursing education in 
order to win the American public. The col- 
leges and universities will also need to elimi- 
nate the weaknesses in their curricula in order 
to prepare qualified personnel and in sufficient 
numbers. 

EpirH MorGan. 


Carothers, J. C., THE AFRICAN MIND IN 
HEALTH AND DisgasE. A Study in Ethnop- 
sychiatry. [Geneva: World Health Organi- 
zation Monograph Series, 1953. Pp. 177.]} 


This book, by an English psychiatrist who 
has spent much time in Africa, is a thoughtful 
and stimulating study. The monograph begins 
with a brief description of the physical anthro- 
pology of Africa and a description of the 


African environment—and environment favor- 
able to disease and the development of para- 
sitism. Since it is to the disadvantage of both 
the host and the parasite that the host die, 
evolution is toward a tolerance for parasites, 
and the tolerance which the Negro has devel- 
oped for the plasmodium, the hookworm and 
the roundworm for example, is beyond that of 
the white race. Yet infestations and malnutri- 
tion are important factors limiting the efficiency 
of the native populations in Africa. 

Certain cultural factors are general in native 
Africa, such as the initiation ceremonies which 
mark explicitly and symbolically the transition 
from childhood to maturity. Song and dance 
are widely developed and there is much ex- 
temporization. The plastic and graphic arts 
play but a minor role. Toys other than those 
made by the children themselves are conspicu- 
ous by their absence. Specialization of knowl- 
edge hardly exists, for the common tribal 
knowledge is available to all. 

In infancy, from birth and for two or three 
years, the mothers affection is whole-heartedly 
concentrated on the child, and he is treated 
with the utmost indulgence. The blissful 
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period is brought to an end at the time of his 
weaning with a disturbing abruptness. 

Patterns of behavior are taught in a concrete 
fashion. Particular duties are owed to particu- 
lar people. Truth, justice, right and wrong in 
any general sense are unrecognized. Cause and 
effect are confused, and the question “Why?” 
is always answered in magical and animistic 
terms which do not permit of further specula- 
tion. Childish curiosity is thus stifled early, 
and the lack of suitable play materials gives 
little opportunity for the development of ma- 
nipulative skill or mechanical ingenuity. The 
community is controlled by concrete codes of 
obligations enforced by public opinion. There 
are little in the way of abstractions concerning 
behavior to be carried over into a new situation 
when the African becomes “‘detribalized.”’ 

Carothers considers the studies of brain 
morphology, which indicate that the brain of 
the African Negro averages slightly (152 
grams) lighter than that of Europeans. There 
are other statistical differences including elec- 
troencephalographic ones which, while interest- 
ing, shed little light at present on the signifi- 
cant problems. It is pointed out that some 
primitive groups such as the Neanderthals had 
mean cranial capacities greater than that of 
modern man. 

Carothers considers that, in comparison 
with the European, the personality of the 
native African is characterized by a failure to 
see an event as an element in a total situation, 
and as having a variety of relevant relations, 
by a tendency to follow routines in an un- 
reasoning fashion and by a lack of interest and 
attention unless the situation appeals in a 
directly personal and emotional fashion. 

Satisfactory statistics on the comparative in- 
cidence of mental illness in the African native 
and the European are not available, but such 
as are available suggest a much lower incidence 
in the African. 

It would appear that the incidence is much 
higher in detribalized natives than in those still 
in their tribal surroundings. This, plus the 
high rate of mental illness shown by Negroes 
in America gives grounds for thinking that 
psychotic incidence in Africans is related to 
deculturation. Epilepsy seems to be common 
throughout Africa. ‘‘Frenzied anxiety’’—a tran- 
sient but dangerous state—is a not infrequent 
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occurrence. Schizophrenia is relatively com- 
mon, and is likely to be amorphous. Although 
persecutory delusions are common, well-organ- 
ized paranoid psychoses are uncommon except 
among the more educated Africans. Depres- 
sions appear to be rare. Suicides are about a 
tenth as frequent as in England or the U.S. 
but homicides are common. Fear of witchcraft 
seems to occupy the place of guilt in Western 
culture. Hysteria is common. Clearly marked 
obsessional neuroses are rare, but the rituals 
used as a defense against fear of witchcraft 
have much of an obsessional character, al- 
though they are social rather than individual 
phenomena. 

Carothers is struck by resemblances between 
the normal native African and the lobotomized 
European and suggests a relative idleness of 
the frontal lobes in the normal primitive Afri- 
can. He believes this hypothetical relative 
idleness of the frontal lobes to be of cultural 
origin. 

R. L. JENKINS. 


Carrington, Hereward and Fordor, Nandor. 
HAUNTED PEOPLE. [New York: E. P. Dut- 
ton & Co., Inc., 1951. Pp. 225. $3.50.]} 


This book which purports to be the story of 
poltergeists down the centuries is written in 
two parts. The first section by Carrington is 
essentially a thumbnail history of the subject, 
beginning with a description of cases where 
bells are rung, objects are thrown about, etc. by 
invisible spirits. He criticizes notions that these 
manifestations can be explained as a result of 
natural actions and concludes ‘‘Poltergeist 
phenomena represent, of course, spontaneous 
outbreaks of uncontrolled telekinetic pheno- 
mena... The “of course’ in the above 
sentence leaves no room for argument. 

Having solved the problem of etiology con- 
clusively—at least in his own mind—he moves 
to a description of factors in the phenomena, 
including the slowness of motion frequently 
observed, the fact that objects move in a curved 
path, and that they frequently appear to be un- 
duly warm or even hot. Such objects also are 
occasionally marked and are often thrown from 
empty rooms. The author believes ‘‘certainly 
some intelligence is at work’’ and he goes on 
by reporting cases to show that this intelligence, 
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whatever it may be, is parapsychological, 
say the least. 

Carrington quotes a number of ancient 
thors and eventually comes up with the : 
that there are at least 375 cases of authe: ti 
manifestation, He believes there are proba) 
many thousands of such cases unreported, 
feels that while these phenomena are purp: 
ful, they still remain a mystery in all areas. 

Having given us this somewhat superfi 
summary, the author next presents a long ii 
of case summaries, beginning with one in +55 
A.D., and working up to 1949. In these »75 
cases the author feels that most of them h.ve 
been unexplained and that the evidence in 
many of them is “exceedingly striking.” He 
also gives a little longer discussion of thice 
cases, 

This section of the text gives a fair survey 
for a beginning student. Theoretically it yicids 
little of value except a confirmation of the no- 
tion that nobody seems to know much about 
this phenomena, and that the author inclines 
toward a belief in a paranormal etiology. 

The second half of the book is somewhat 
more confusing. Fodor begins with a case 
history in which he attempts to work over the 
Saragossa Ghost and concludes that its failure 
to establish its identity with someone deceased 
“speaks in favor of a schizophrenic dissocia- 
tion” of the servant girl who was originally 
accused of being ‘‘an unconscious ventrilo- 
quist.”” Either solution, it would seem, cer- 
tainly adds meaning to his final opinion that 
these hypotheses leave many problems un- 
solved. 

He next moves into a theoretical discussion 
of the psychoanalytic approach to occultism in 
general, giving some superficial information on 
poltergeists, together with a psychiatric evalua- 
tion of a woman who produced most amazing 
phenomena, who was later revealed to be a 
fake and who eventually developed a remark- 
able collection of hysterical manifestations. The 
study is of some interest in showing why some 
people behave as they do and as such is in- 
triguing psychiatry, but does not answer the 
question of the actual mechanisms of funct:on 
in the production of physical phenomena. 

The next case, The Bell Witch, is again of 
interest for people who like this sort of thing, 
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and contains all sorts of exploratory theories, 
nore of which really explain more than the 
psychological factors underlying the behavior 
atierns of the participants. The concluding 
cas:, the Talking Mongoose, is one which 
Foior investigated at great length and one 
which completely confuses this reader, since it 
is to date unsolved and unexplained. This 
leaves one with a sort of dissatisfied feeling 
which is expected in books on occult mysteries, 
bu: hardly is usual in alleged scientific discus- 
sion. The last chapter, “The Poltergeist— 
Psychoanalyzed” is reprinted from a previous 
article and describes the author’s notion that 
such phenomena are real but are not super- 
natural, rather being manifestations of tem- 
porary schizophrenic mental disorder. He pre- 
sents a case to support his theory, but here 
again all we get is an analytic evaluation of 
the patient and no answer to Carrington’s 
earlier questions on why poltergeist phenomena 
function as they do. 

The two halves of the book are apparently 
unrelated and instead of really helping to clari- 
fy the subject, tend to confuse it thoroughly. 
Probably the best solution is to accept the fact 
that nobody, and this includes these two au- 
thors, understands the problem and that this 
book represents only the authors’ hypotheses 
to explain the bases of poltergeist activity. 
From this view the book, considered as a series 
of interesting anecdotes, becomes interesting 
reading. If scientific psychiatric evaluations 
are anticipated, however, the reader will be 
sorely disappointed. 

DoucGias M. KELLEY. 


Cobb, Stanley. FOUNDATIONS OF NEUROPSY- 
CHIATRY. Fifth edition. [Baltimore: Wil- 
liams & Wilkins Company, 1952. Pp. ix + 
287. $3.00.} 


This is the fifth edition of a text first ap- 
pearing in 1936 and bringing the advances in 
neurology and psychiatry of the last four years 
into its structure. Many of the original chap- 
ter; have been rewritten and some actual chap- 
ters added. The format of the book has been 
maintained, however, and the purpose of the 
author to present important principles simpli- 
fied and schematized has been maintained. The 
author has adhered to those principles which 
ate fairly well established, discussing only 
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those anatomical structures the physiology of 
which is known for which there is a fairly well 
sustained correlation. There is an introduc- 
tion—a brief current survey of the anatomy, 
physiology and pathology leading up to a de- 
scription of the principal disease entities. Here 
too the author attempts to define problems of 
neurology and psychiatry, and the interrela- 
tionships between these and _ other . basic 
sciences. 

He next moves to general anatomy and 
physiology and in this chapter yields to the 
temptation to add to the text the newer con- 
cepts of reverberating circuits. He next runs 
through the usual discussions of the autonomic 
nervous system, adding a bit of Selye’s work, 
and then takes up the cerebro-spinal nervous 
system. Motor integration and locomotion and 
functional localization in the cerebral cortex are 
subsequently considered, and following this 
consciousness and ‘“‘mind-body” problems are 
discussed. Cerebral circulation and spinal fluid 
complete the anatomy and physiology section, 
and the rest of the text is devoted to problems 
of neuropathology, general and specific. Under 
these headings short synopses of major pathol- 
ogical conditions are discussed, and simple 
techniques described. 

There is also a whole chapter on epilepsy, 
and finally, psychological concepts in medicine, 
including instincts, intelligence, activity, mem- 
Ory, repression, attention processes, reason, in- 
tuition, the emotions and phantasies and dreams 
are covered in 25 pages. Obviously, the cov- 
erage is meager, and unfortunately much of 
the discussion in this section is most super- 
ficial. 

This last evaluation is of course the funda- 
mental problem of the potential use of the 
entire text. Used as a purely introductory 
work, it may well serve especially in the ana- 
tomy and physiological section as an approach 
to achieve superficial acquaintance with the 
field. It is easy to read and filled with simple 
diagrams and excellent illustrative cases. It 
is, however, only a book for beginners, and 
the expert will at times be perplexed with the 
apparent oversimplification. The author, ob- 
viously aware of this problem, has limited his 
goal and has achieved reasonably well his de- 
sired endpoint. 

DoucLas M. KELLEY 
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Delmas-Marsalet, P., EXPLORATION FONCTION- 
ELLE DU MUSCLE STRIE HUMAIN, NORMAL 
ET PATHOLOGIQUE. Balliére; Paris, 1952, 


pp. 223. 


In this important monograph the author, a 
well-known neuropsychiatrist who has already 
published valuable neurophysiological studies, 
shows what interesting data can be obtained, 
by the exercise of a little ingenuity and intelli- 
gence, from the myograph, an instrument now- 
adays usually relegated to the museum except 
for its use in elementary courses of neuro- 
physiology. 

The author has developed an interesting 
method of distinguishing the tonic from the 
clonic contraction of muscle. This method he 
calls the analytic myography; the classical myo- 
graph he calls synthetic. The first 76 pages of 
the monograph are concerned with the descrip- 
tion of experiments tending to establish this 
distinction. 

Chapter IV is concerned with the use of the 
analytical method for the study of muscular 
contraction in the normal striated muscle of 
the intact human being. In these studies the 
author uses what he calls the method of local 
pharmacologic retardation; various drugs are 
dissolved in a hypertonic solution of polyvinyl- 
pyrrolidone and injected directly into the mus- 
cle to be examined. 

Chapter V gives applications of these meth- 
ods for clinical diagnosis and treatment of 
various muscular disorders in man. Chapter VI 
discusses the implications of the foregoing ex- 
periments for the physiology of muscle. A 
description is then given of the technics used, 
for the benefit of anyone who wishes to use 
them in the clinic or for the control of the 
data utilized in this monograph. 

As the result of his extensive experience 
with more than 10,000 myographs the author 
arrives at the following conclusion: 

1. The systematic study of human striated 
muscle by the myographic method reveals a 
certain number of facts which are opposed to 
the classical ideas, of which the longevity is at 
least surprising. Such is, for example, the pre- 
tended inexcitability of striated muscle by pro- 
longed galvanic current which may be from 
now on considered false. It is possible that 
many of the dubious teachings of traditional 


physiology are due to the fact that classical 
experimentation seems to have been dominated 
by two factors: 

i. The study of isolated striated muscle sep. 
arated from its nervous and vascular connec- 
tions; 

ii. The importance accorded to the notion 
of threshold stimulation and the study of i 
variations. 

2. Investigation of muscular physiology 
made on man has the advantage of exploriny a 
muscle of which the vacular and nervous con- 
nections are conserved. The myographic reg- 
istration of its contracting necessitates currcnts 
which are well above the classical thresholds 
but which for this reason correspond with the 
real activity of human muscle and not to an 
activity which one could qualify as “laboratory 
activity.” 

3. The diversity of “experiments’’ offered 
by the clinic constitutes a vast field for explor- 
ation. This field has been extended by the 
use of the method of “local pharmacodynamic 
retardation of striated muscle.” 

4. The possibility of obtaining a pure tonic 
contraction of striated muscle by utilizing trape- 


zoidal galvanic currents; the ability superim- 
posed on this sustained tonic activity, and 


intermittent clonic activity, constitute the 
foundations of this new myography that has 
been designated “analytic myography.”’ 

5. Thanks to “analytic myography” it has 
been possible to discover the “laws of sum- 
mits,’ an important law establishing the com- 
mon myofibrillary substratum of tonic and 
clonic activity and the close collaboration which 
exists between these two modes of activity. 
Thanks to the law of summits it has been easy 
to seize the importance of muscular electro- 
tonic phenomena as the mechanism of polar 
variations of the clonicogenic excitability, of 
tonicogenic excitability, and of muscular tonus. 

6. Thus defined, analytic myography com- 
bined with our method of local pharmacody- 
namic retardation of striated muscle, constitutes 
a “new physiological methodology” of which 
this work demonstrates the great interest. 

7. Thanks to the “analytic myography it 
has been possible to clear up certain obscurities 
of ordinary myography called  “synthctic 
myography” and to draw from them more cata 
than formerly. 
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8. On these three bases analytic myography, 
synthetic myography and local pharmacody- 
namic retardation of striated muscle, it has been 
possible to study most muscular and nervous 
affections. Above all, it has been possible to 
establish pharmacodynamic effects of undoubted 
practical utility and evident therapeutic use- 
fulness. 

9. In the domain of pure psychology the 
“analytic myography” and the “local pharma- 
codynamic retardation” have permitted the 
study of various important problems; clonic 
excitability of striated muscle and its polar vari- 
ations; tonicogenic excitability and its laws; 
electrotonic variations of tonus and its measure; 
electrotonic subordinations; chemical subordin- 
ation; electrotonic mechanism of tonic and 
clonic contraction, as well as tonus; the special 
nature of the activity of striated muscle called 
“thythmogenic.” 

10. Of all the effects observed, there has 
been derived an electrotonic conception of mus- 
cular functioning which gives a simple account 
of the principle properties of striated muscle. 

11. From an anatomical point of view ana- 
lytic myography permits one to suspect in stri- 
ated muscle the existence of myofibrillae of 
three kinds tending toward certain differenti- 
ations, meanwhile conserving their fundamental 
tonicoclonic ambivalence. 

12. Finally, it has been possible to draw 
nearer together the opposed doctrines of the 
physiological schools at Cambridge and at the 
Sorbonne and perhaps also to put an end to 
the quarrel between the alphas and the gam- 
mas. 

It seems certain that analytic myography con- 
stitutes an important method of investigation, 
in some ways superior to the electromyography. 
The combination of the two methods will per- 
haps be useful in the future. There seems 
little doubt that the patient study of muscle 
by M. Delmas-Marsalet will arouse great inter- 
est on the part of all those who are interested 
in the physiology of muscle and we shall await 
with great interest the reaction of physiologists 
to his important contribution. 

PERCIVAL BAILEY. 


121 


Dollard, John; Auld, Frand; and White, Alice 
Marsden, STEPS IN PSYCHOTHERAPY: STUDY 
OF A CASE OF SEX-FEAR CONFLICT [New 
York: The MacMillan Co., 1953. Pp. IX 
+ 222. $3.50.} 


This is the last, as well as the latest, product 
of the Institute of Human Relations, Yale Uni- 
versity. The volume offers seventeen hours of 
a therapeutic case in which the authors “‘try to 
show the steps in the development of the case 
with a view to defining new units of analysis.” 
An even more important point is made in that 
aspects of the training of an apprentice psy- 
chotherapist are illuminated and discussed. 

The therapist was a N. Y. pyschiatrist with a 
good clinical background, with no personal psy- 
choanalysis and plenty of experience in general 
psychotherapy. Prof. Dollard supervised the 
case treatment. Interviews were sound recorded. 
The volume consists then of the record of inter- 
views and a running comment of the supervi- 
sory sessions held at periodic intervals. The aim 
was “brief therapy’ and centered on the pa- 
tient’s immediate problems. Freudian basic 


theory was used, but dreams and early mem- 


Oiries (or their recovery) were little used. 

The authors’ therapeutic techniques were 
based on theory advanced by Dollard and Mil- 
ler, and consists of a fusion of reinforcement 
learning theory and psychoanalysis. Any at- 
tempt to give accurate verbatim reportings of 
therapeutic and supervisory sessions can only be 
welcomed by all those interested in learning 
the “What” and the ‘‘How”’ of therapy. Here is 
an objective report that each reader can evaluate 
and study at his leisure and for his own pur- 
poses. One does not necessarily have to agree 
either with the basic theories or the techniques 
to profit by such a piece of work. The curse 
of psychiatry and psychotherapy is that it 
doesn't easily lend itself to such evaluations and 
study. 

The last part of the volume gives the reports 
of the psychological tests of the patient. This 
small work would be quite valuable in teaching 
courses and seminars on therapy. The difficul- 
ties and pit-falls of therapy are clearly high- 
lighted and the text is clearly and interestingly 
written. 


JOSEPH ZINKIN. 
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Faris, Robert, E. L., SoctaL PsyCHOLoGy. 
{New York: Ronald Press Co., 1952. Pp. 
VII + 420. $5.00.} 


Written as a college text, this book focuses 
on the areas of fundamental agreement in the 
field rather than attempt to emphasize any 
particular school of thought. 

Beginning with a discussion of human nature 
and the social order, the author emphasizes the 
incompleteness of man apart from social organ- 
ization. Inadequacy of biological motivation is 
examined to demonstrate that in the process of 
interaction in social experience man acquires 
organization for his behavior. His motivations 
for activity are individual but the social process 
transforms him into an efficient creature and 
responsible member of a team. Social sources 
canalize ‘‘the original generalized need to func- 
tion into specific preferences, and, in this sense, 
culture may be said to create motives.’’ Such 
motivation acquires strength if maintained by 
institutional forces and such institutional sys- 
tems later become intertwined with biological 
needs. 

Having demonstrated the importance of the 
social structure, the author next delves into the 


problem of the emergence of consciousness and 
unconsciousness and eventually evolves an in- 
teresting discussion on the emergence of self- 
consciousness in social interaction. He feels the 
“self is an organization actively created out of 
material gained by experience in social inter- 
action.” 


The next approach is to the problem of the 
social determination of learning, perception and 
memory and, while the author admits these to 
be actions of individual preference, he shows 
that they are subject to so much guidance by 
social life, that they are to a great extent collec- 
tive performances. Attitudes and beliefs and 
abilities are also to a large extent directed by 
the social organization, and in these first 10 
chapters we find the author's basic emphasis 
toward the molding of the individual’s behavior 
is that the social structure is a major—maybe 
the most important—essential. 

Problems of interaction are next studied, 
followed by questions of role playing and sta- 
tus, and the author then moves into the field of 
pathology. He considers some neurotic behavior 
in terms of special roles or complications of 
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roles and, unfortunately, his discussions are 
superficial and lacking in real psychiatric un.‘er- 
standing. His discussion on personality is. 
Organization includes brain impairment nd 
toxic patterns, and these is a very interesting 
study on isolation and personality disoga: 
tion. This material is considerably more w« 
while than his pseudo-medical contributions 
He concludes with a summary of trends ind 
problems in social psychology, pointing out «hat 
the actual emergence of the field of social sy- 
chology is relatively recent. Lack of commun ica- 
tion between varying disciplines concerne. is 
highlighted as a definite problem, and, fin. lly, 
the lack of research techniques is stressed. The 
author believes, however, that the mature period 
is beginning and that progress may be expected. 
Doucias M. KELLE) 


Federn, Paul, EGO PsyCHOLOGY AND THE 
PsycHoseEs. [New York: Basic Books, Inc., 
1952. Pp. 375. $6.00.} 


This book is a fitting memorial to the author, 
an outstanding pupil of Freud and a fine and 
good man who died in New York in 1950 at 
the age of seventy-nine. It was indeed an in- 
spired idea to publish a collection of Federn's 
contributions to ego psychology (a field which 
he tilled almost alone for many years.) He felt, 
in spite of Freud’s pessimism, that the treat- 
ment of the psychotic was far from hopeless. 
It is due to the real pioneering efforts of Federn, 
Nunberg, and Fromm-Reichmann that the psy- 
chological treatment of psychotics has entered 
into the active phase, and has been made part 
of the equipment of the modern psychiatrist. 
These papers are a real contribution to the 
practical aspects of the handling of such 
patients. 

Some of Federn’s papers are presented here 
in print for the first time; others have been 
translated from the German and only now are 
made available to us in English. In all we have 
sixteen papers divided into three groups: “On 
Ego Psychology’, “On the Treatment of the 
Psychoses”’, and “‘Narcissism’’. Dr. Weiss’s in- 
troduction is very helpful in summarizing 
Federn’s views. 

Federn assumes on the basis of his observa- 
tions and therapy that the ‘“‘schizophrenic ‘oss 
of reality consists in a loss of cathexis of the 
mental and bodily ego boundary.” ‘“‘Los- of 
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reality is, therefore, the defense of the psy- 
chotic portion of the ego and the defeat of the 
healthy part.” The psychosis itself is no defense 
but a defeat. (p. 188) The regression due to 
loss of ego cathexis is a regression of thought 
froin reality, a regression of the ego to earlier 
stats of development, and a regression of the 
con eptual idea to the original single experience. 
Th. appearance of unconscious material and 
mechanisms is also the result of this weakened 
ego cathexis. Federn offers little to explain 
etiology, but is far more helpful in revealing 
the pathogenesis and defenses. 

He is emphatic in insisiting that ‘‘all psy- 
chosis is ego disease.’’ Ego feeling is due to 
one coherent unifying ego cathexis. He uses 
his theoretical formulations in several excellent 
papers in which he carefully studies the phe- 
nomena of estrangement and depersonalization. 

The papers on treatment are useful, practical, 
and conservative. He strongly advocates re- 
repression in the usual case which is treated on 
an ambulatory basis. Nonetheless he is frank 
to admit that ““Fromm-Reichmann’s technique 
(which is not based on re-repression) is the 
best psychoanalytical method so used up to the 
present time.’’ But then most of her cases are 
treated in a hospital setting and only very much 
later on an ambulatory basis. 

In short, we can only congratulate the editor 
and publishers for giving us a “‘basis classic in 
psychiatry’, for making Federn’s work easily 
available, and for giving it a handsome, well- 
printed presentation. There is a complete bib- 
liography of Federn’s published work, and an 
adequate index. 

JOSEPH ZINKIN. 


Ferguson, Leonard, W., PERSONALITY MEAS- 
UREMENT. [New York: McGraw-Hill, 
1952. Pp. XV + 457. $6.00.] 


The author has approached the problems of 
evaluating techniques of personality measure- 
ment by bringing together an account of the 
major methods by which personality tests have 
been constructed. He starts with the premise 
that there are three objectives to be gained by 
the measurement of personality: ‘“They are the 
better understanding of individual behavior, 
the better understanding of group behavior, and 
the better understanding of the interactions be- 
tween individual and group behavior.” 
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He first approaches the problem of ‘individual 
behavior, showing how personality inventories, 
marital evaluations and vocational success can 
be utilized, and then moves into problems of 
group behavior, mentioning the work of Leigh- 
ton, Kluckholn and others. Group interaction 
is next taken up, and the author then proceeds 
to a study of the determinants of personality 
culture. Here he discusses constitutional, group, 
role and situational determinants in simple sur- 
vey fashion. 

Having lined up his goals, his next process 
is an empirical approach to interest, and here 
the Strong technique is generally discussed. In 
the subsequent chapter, “A Rational Approach 
to Interest,’” Kuder’s method is developed, and 
their difference, Strong’s approach as empirical 
and Kuder’s approach as rational, comes in for 
considerable discussion. The author would re- 
commend the use of both techniques as part of 
a complete program. 

He now moves to a discussion of attitudes, 
working through Thurstone’s methods, and gen- 
erally progressing through the field of factor 
analysis, leading to methods for developing 
similar scales. The Likert technique comes in 
for a bit of evaluation, and the author concludes 
that the Thurstone method is probably pre- 
ferable. 

Approaches to personality are next taken up, 
and the author rightly stresses that there are 
an extraordinarily large number of psychologi- 
cal tests which are supposed to measure it. He 
classifies personality tests into unidimensional 
and multidimensional approaches: the former 
being those in which one trait is defined or 
only one test score is secured. The second group 
leads to several scores from the same set of 
items. Examples of unidimensional approaches 
given include Woodworth’s Personal Data 
Sheet, the Colgate Mental Hygiene Test, All- 
ports’ Ascendance-Submission Reaction Study, 
Thurstones’ Personality Schedule, Bernreuter’s 
Self-Sufficiency Test, and Terman and Miles 
Masculinity-Femininity Test. Discussion of 
these techniques is primarily taken from the 
literature with occasional evaluations by the 
author. 

Multidimensional personality approaches in- 
clude the Personality Inventory, which comes in 
for considerable criticism; the Personal Audit 
of Adams and Lepley; the Minnesota Person- 
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ality Scale; the Guilford Inventories; and the 
Allport-Vernon Study of Values. In all these 
techniques the development of the test, its gen- 
eral applications and, most important, brief 
critical evaluations are undertaken. 

The author next discusses the problem of 
adjustment, again studying inventories includ- 
ing the Bell and Minnesota and, under adjust- 
ment prognosis, evaluates the work of Burgess 
and Cottrell. Terman’s study of marital hap- 
piness is very carefully surveyed, and the per- 
sonnel inventery and Aptitude Index are briefly 
mentioned. 

Non-analytical approaches to personnel rating 
are next taken up, and this chapter represents 
an excellent study in the problem of ratings 
and comparisons. Analytical approaches to 
ratings are considered to involve forced-choice 
techniques and the special studies undertaken 
by the Life Office Management Association. 
These two chapters are quite complete, and 
represent much more of the author and his 
thinking than do other summations previously 
presented. 

Perceptual approaches are considered to in- 
clude projective techniques, following the theory 
of Klopfer and Kelley, and this chapter is a 
fair summary of their work. Reliability and 
validity studies are also studied. The Thematic 
Apperception Test is listed as an imaginal ap- 
proach, and is given a chapter by itself. Obser- 
vational approaches to performance, such as 
frustration techniques, are next considered, fol- 
lowed by a discussion of experimental ap- 
proaches including the work of Eysenck, Har- 
rington, Barker and Sears. 

In his final evaluation and summary, the 
author boils down all of the chapters into a 
paragraph apiece, and produces as a result a 
neat and short analysis of the methods enumer- 
ated. He feels, in his seven measurement 
rubrics, that he has discussed over 250 identi- 
fiable personality traits and believes that the 
methods of measurement are unfortunately not 
comparable to each other. He finds consider- 
able lack of correlation between different in- 
struments designed to measure the same trait, 
and suggests that the whole problem is exceed- 
ingly complex and fraught with pitfalls. He 
has accomplished his basic problem: that is, to 
explain the major methodologies used in per- 
sonality test construction, and for the beginning 
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student has developed an excellent text. As a 
matter of fact, since most workers in these 
fields are primarily familiar with only one «rea, 
his text presents a ready introduction for the 
expert that he may develop an awareness 0: the 
assorted facets and varied approaches in this 
exceedingly complicated field. 
Douc as M. KELLry 


French, Thomas, M., THE INTEGRATION 
BEHAVIOR: Volume 1, Basic Postuii 
[Chicago: The University of Chicago Pre 
1952. Pp. XI + 270. $5.00.} 


This is the first volume of a projected five- 
volume work by Doctor French, Associate Di- 
rector of the Chicago Institute of Psychoavaly- 
sis and a well-known name in American psy- 
chiatric and analytic circles, In this present 
volume, the author undertakes to construct a 
picture of the integration of behavior, and of 
its integrative apparatus. He has attempted to 
check his construction against the clinical data 
of a case history studied over a period of two 
years while the patient was under analysis. He 
therefore attempts a study of the process of 
integration of behavior by the detailed analysis 


of the thoughts and acts of one person under 
treatment. 

It is in this first volume of a larger project 
that he starts with the “commonsense notions” 
of motivations and insights. He assumes as his 
working hypothesis “that rational behavior, 
neurosis and dreams have much in common and 


that in irrational behavior we should find 
fragments of the integrative mechanism that 
we must postulate to account for rational be- 
havior’. In a second volume, he will study 
more intensively the integration process in 
dreams and how a person’s dreams are related 
to each other and to the structure of the per- 
sonality. In a third volume, he intends to take 
up the study of the pattern’s of the patient's 
behavior and change in behavior from day to 
day, and over longer periods as the result of 
therapy and other factors and events. The final 
two volumes will return to the problem oi an- 
alyzing behavior into its components and their 
reconstruction in integration which will involve 
the question of early memory and inherited 
mechanisms. This is a bold, imaginative (and 
if successful) an extremely important work in 
the field of ego psychology now coming ‘ore 
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ani more prominently to the fore in the work 
of psychoanalysts, sociologists and others. 

it is extremely difficult to judge or evaluate 
thi. volume since it is but a truncated part of 
a whole. It would be the better part of wisdom 
an! prudence to withhold all such judgments 
un:il we have the entire work before us. This 
first volume is an endeavor to begin to use 
cliiical data as an effective check on assump- 
tioas that we make in attempting to interpret 
suh data (and not only to the patient as 
“interpretation” in the course of treatment). 
If the ego is operative at all it must operate in 
dreams, in neurosis, in waking behavior, in 
rational as well as irrational behavior. The 
mechanism or apparatus must be a pervasive 
onc. Its fragmentation for theoretical purposes 
or for research is a mere incident of methedol- 
ogy, not an inherent aspect of the apparatus or 
ego. French tries to maintain an unbiased and 
critical attitude toward psychoanalytic theory 
and particularly towards its deeper biological 
implications (page 103) and to eventually ex- 
amine these implications in the light of clinical 
date. If the determinants of behavior are mo- 
tivation and insight—heretofore, psychoaalysis 
has concerned itself (of necessity) with motiva- 
tion; we are now ready to turn to explore the 
guiding function of insight. Instead of “ego” 
French prefers to speak of “integrative mech- 
anism.” This is perhaps broader, less cliché, 
less school-bound, and even more acceptable to 
those who feel that the narrow constraint of 
a freudean terminology, commits them, of nec- 
essity, to more than they bargained for. 

Not to continue to attempt a detailed analysis 
of this work in these pages, we will merely 
mention a few of the highly interesting points 
which the author makes. He is at pains to 
demonstrate (and often very beautifully) the 
concept that dreams have a problem-solving; 
€.g. an ego-function beside the more commonly 
accepted id-function. Thus, he feels there 
must be a close parallel between dream-work 
and perception and fantasy in waking life. 
“Thus in dreams as in waking life, the wish- 
fulfilling fantasy seeks supplementation by im- 
pressions from recent real situation’. “Since an 
integrative field is polarized between reality 
and fantasy’, both contribute to it integrative 
capacity. All three factors—dreams, neurosis, 
tational behavior have common components. 
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They are understandable as variations. The 
picture of the basic common pattern is outlined 
here. He uses the method of ‘“‘successive ap- 
proximations’’ and builds up his thesis step by 
step. The volume is highly instructive, clearly 
stated and carefully worked out. It requires a 
close and serious reading, and must be con- 
sidered a major attempt to build the foundations 
of a thorough-going ego psychology on the 
basis of a few very fundamental but sound 
principles first worked out by Freud himself. 
One can only await with impatience, the other 
parts of this work. We are certain to hear 
more of it in the not too distant future. It 
will repay the attention of all schools of psy- 
chiatry or analysis. This book is not meant as 
a species of partisan pleading. 


JOSEPH ZINKIN. 


Frosch, John, (Ed.), THE ANNUAL SURVEY OF 
PsYCHOANALYsSIS. [New York:  Interna- 
tional Universities Press, Inc., 1952. Pp. XVI 
+ 556. $10.00.} 


This bulky volume, thicker to look at than 
to read since it actually has a little more than 
500 pages of text, purports to be a survey of 
psychoanalytic literature of 1950. The editors 
were forced to limit the total field, but have 
added a bit of peripheral and controversial 
material. Working with scissors, paste and red 
ink pens, they dissected and re-built these pub- 
lications without criticism, and then passed on 
their production to three consulting editors for 
approval and opinion. These editors state: 


. Reading over the material, we find an extra- 
ordinary quantity of matter, good, bad and indifferent 
—but published. We find articles reviewed of whose 
existence we had no inkling, and since foreign lan- 
guage publications have been included, it is very 
probable that no single individual has read all through 
every book and article summarized in these re-woven 
condensation. We find that the reading of familiar 
articles, a quasi-reading, brings out some things we 
had missed, directs our attention back to the article 
or book for real rereading, and sometimes puts the 
material into a helpful context. In other instances, 
we know pretty well that we do not need to read a 
particular article or book, and we wonder why cer- 
tain things were published in the first place. Cer- 
tainly after years of analytic reading, we all have our 
favorite authors, and we have also learned which ones 
not to read. Art is long, life short and most analytic 
writers not too economic of our time and life as 
readers. Perhaps the Survey will save us some of this 
valuable time, or reduce its expenditure to a minimum. 
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This conclusion, which is well put, summarizes 
the structure of the book, and stresses its real 
value as a time-saving technique. Certainly from 
simply thumbing through the volume, anyone 
interested in the field, unless he has nothing 
else to do, must admit defeat in an attempt to 
survey all this literature. As a matter of fact, 
the editors of each section should be congratu- 
lated in simply being able to stagger through 
the material, and it is hoped that the process 
will continue in years to come. 

The first section deals with history, including 
biographical and historical surveys, and is typi- 
cal of the development throughout the book. 
Individual authors and their papers are named, 
and in the bibliography located by reference 
and are then briefly summarized. The sum- 
mary will, of course, reflect to some degree the 
feelings of pertinent emphasis on the part of 
the reviewer, but careful scrutiny of random 
papers checked against original indicates a high 
degree of validity between the summaries and 
the original itself in all cases. This means that 
one can then read the brief epitomy and get 
the heart of the discussion without too much 
time expense. Obviously, if interest is stimu- 
lated, the original can be sought out. 

The editors do give vent to their own notions 
in a short evaluation at the end of each chapter 
in what they call a summary. Here they esti- 
mate according to their basic attitudes what is 
most important and its place in current patterns. 

This technique is carried out throughout the 
rest of the book, and following the chapter on 
History comes one on Critique. Methodology 
is next discussed, and here the editors point out 
that in 1950 there was no thorough-going, 
exhaustive analysis of psychoanalytic method. 
Psychoanalytic studies in development, how- 
ever, show considerable published activity in a 
wide variety of areas. The chapter on Ego 
Psychology, along with the developmental stu- 
dies in the opinion of the editor, confirms 
the observation that psychoanalysis is emerging 
as the basis of a general theory of psychology. 

Turning from theory to observation, the 
chapter on Clinical Studies and the relation of 
psychoanalysis and psychosomatic medicine 
show current expansive trends; while analysis 
and psychoanalytic therapy are next discussed 
at considerable length and then Applied Psy- 
choanalysis is considered from the viewpoints 
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of anthropology, religion, mythology, folk tales 
and folk ways, sociology, arts and esthetics. A 
short section on Psychoanalytic Training con- 
cludes this part of the text. 

The last section of more than 100 payes 
represents a survey of psychoanalytic bocks, 
Twelve titles are evaluated rather thoroug!:ly, 
and the editors point out that collected papcrs, 
subsequent editions and others not primaiily 
psychoanalytic in scope and interest were omit- 
ted. A list of all psychoanalytic publications 
is included, together with a list of contributors 
and a 231-item bibliography. There is also an 
excellent index. 

Taken as a whole, this volume probably 
represents one of the best attempts to produce 
in condensed form a digest of an extensive 
field. As the review editors emphasized, much 
of the material probably should not have been 
published, but the selection of what is useful 
or worthless is at least left up to the reader—a 
technique noticeably lacking in many current 
survey volumes. Careful perusal of this volume 
will certainly bring one up to date in the field, 
and if, subsequent editions appear, should keep 
one in the forefront of this area of psychiatry. 
It should be stressed, however, that this is the 
literature of 1950, and the authors publishing 
in that year presume, in most instances, previous 
knowledge on the part of the reader. The book, 
like the literature, therefore is certainly not 
easy for the beginner but is definitely directed 
at the expert and, after all, it is the expert 
who will be most interested in this sort of 
time-saving device. 

Douc.ias M. KELLEY. 


Greco, Marshall, C., Group Lire. [New York: 
Philosophical Library, 1950. Pp. XVI + 
357. $4.75.]} 


The author in his Preface hopes that this 
volume will introduce “‘an idea that will change 
the meaning of social and personality conflicts 
as radically as did Freud’s.” His “‘basic pre- 
mise’ is “that the current group life is the 
ultimate, that any tendency must be traced to 
this totality.” For example, in considering a 
neurotic, he is not concerned with the weak- 
nesses of the person but rather with “‘those 
group forces which, when they meet at the 
point represented by our subject, effect what 
is called a neurosis.” He feels that a sympiom 
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is actually an effective solution with utility value 
and believes that “if what we say in this book 
is correct, then within a decade many of the 
tools and techniques currently used by the 
practical clinicians will hardly enjoy a profes- 
sional status.” This new approach will also 
apparently revolutionize therapy and diagnosis. 

The author further assumes that the intro- 
duction of his new approach will be fraught 
with considerable difficulty. He claims to have 
written for the lay reader, and has prepared 
the book in such a way that each chapter is 
complete within itself so that failure to com- 
prehend one chapter will not in any way pre- 
clude a reader's attacking the next. This would 
be a nice technique if it only worked. 

He begins with what is called ‘an overview,” 
a somewhat meandering outline of Marxist 
dominated political group thinking. Greco 
suggests that while it appears that he utilizes a 
Gestalt approach, actually there is a difference 
in that the Gestalt worker insists upon segregat- 
ing wholes while he “believes the answer lies 
in the concept of the indivisible whole.” This 
chapter seems somewhat beyond the technical 
skill of the average reader, and by this time 
we ate happy to know that the next chapter 
can be read anyway. 

The nature and meaning of geneticism from 
a sort of philosophical viewpoint is next con- 
sidered, and leads into “the group life ap- 
proach.” Here the author stresses that a neurot- 
ic symptom is brought about by “meeting a 
phase of one’s group settings in terms of only 
a small part of oneself in order to preserve an- 
other social element.” 

Having delineated the cause of neurosis, he 
next moves to problems of motivation and 
presents his social context theory. Throughout 
he stresses the need to apply to group life the 
Gestalt views applied in the past to inner in- 
dividual life. As examples he discusses the 
significance of childhood experiences and habit 
with case histories, emphasizing primarily prob- 
lems of homosexual development. He also 
discusses the problem of neurotic stability, per- 
sisting reactions, hostility, defense mechanisms 
and other processes. 

The latter part of the book deals with psy- 
chotherapy in which he summarizes various 
types of therapy, outlining his ‘‘new orienta- 
tion” as a method in which the “therapist con- 
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tinues to satisfy actual client needs, needs re- 
lated to the current group setting and not 
necessarily peculiar to the abnormal.” The 
therapist may go beyond the confines of the 
interviewing room for resources, and overcome 
the reasons for the neurotic display by provid- 
ing new social configurations. In this new 
configuration ‘current group forces are not in 
conflict, hence making it unnecessary for the 
client to resort to defense mechanisms.” 

The author discusses treatment in a private 
setting, giving some case histories which would 
seem to suggest that this earth-shaking approach 
consists primarily in some listening together 
with forgetting the basic problem and being 
concerned with providing a substitute for some 
of the client’s current need outlets.” Greco 
feels the therapist’s chief difficulty is his limited 
capacity to provide enough assets or avenues, 
and suggests to achieve this the therapist “‘must 
get acquainted, increasing his social signifi- 
cance.” He holds that the ‘development of a 
private psychological practice is largely synon- 
ymous with the development of a directory of 
community resources.’ He helps his clients 
form clubs and groups, visits their homes for 
dinner and works out projects for entire fam- 
ilies. He prepares ‘“‘programs of community 


action’”” and, in general, churns up to the en- 


vironment in a fascinating fashion. 

He concludes his text with some comments 
on the role of a psychologist in a church 
setting, and industrial counselling, together 
with a series of notes, bibliographies and an 
index. 

The book is of interest, if only to suggest 
what can be done when an enthusiastic arm- 
chair amateur takes off into theory. Nowhere 
does he substantiate his results, follow-up find- 
ings are non-existent, case histories are sufh- 
ciently brief to be meaningless. The spectacular 
hypothesis which threatens to revolutionize 
psychiatric thinking boils down to a focus on 
the environment rather than the person, with 
transformation of the therapist into a sort of 
ring master who ‘‘cures’’ the patient by envelop- 
ing him in a veritable circus of activity causing 
the patient to lose his symptoms in the resultant 
confusion. This reviewer is in total agreement 
with the statement in the Preface that “There 
is no easy road to the introduction of an idea” 
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—lI would add, this particular idea will find the 
road ahead very very tough. 
Douc tas M. KELLEY. 


Guttmacher, Manfred, S., M.D. and Weihofen, 
Henry, PSYCHIATRY AND THE Law. [New 
York: W. W. Norton and Co., Pp. VIII +- 
476. $7.50.} 


A psychiatrist (who is Chief Medical Officer, 
Supreme Bench of Baltimore) and a lawyer 
(who is a Professor of Law, University of New 
Mexico) have joined efforts to provide a guide 
through the wilderness of the problems of 
legal psychiatry. Both professional groups 
stand in very dire need of a serious and en- 
lightened discussion of their mutual aims, 
differences, and possible solutions to the com- 
plicated overlapping areas of forensic psychiatry. 

The first chapter of “The Place of Psychiatry 
in the Law’ serves as an introductory essay on 
the contributions of psychiatry and underscores 
the thesis that these contributions must be made 
“within the framework of existing legal prin- 
ciples.” Any and all changes and improve- 
ments which are so sorely needed must be 
made within this framework which is itself 
influenced by the changing psychiatric know- 
ledge. This chapter is important reading for 
the psychiatrist who is inclined to wish sweep- 
ing reforms in courtroom practices and legal 
concepts. Care must be taken not to empty 
out the baby with the bath water. 

The second chapter on ‘Personality Forma- 
tion” is of primary interest to the lawyer and 
will serve to orient him in moder psychiatric 
concepts of personality development. Other 
chapters (of less interest to the medical man) 
discuss the various types of mental illness. In 
these chapters both authors illustrate the prob- 
lems with legal cases and problems. 

Chapters nine to nineteen come to grips with 
the critical questions arising between psychia- 
trists and jurists. The thorny and frustrating 
question of the “expert witness’, the treatment 
of the criminal who is insane, the expert on 
the witness stand, mental incompetency, ver- 
acity, mental disorder and the criminal law are 
all carefully discussed in a fair, reasonable, and 
thoroughly enlightened manner. The recom- 
mendations of the authors are cautious and 
favor existing legal practices for the most part. 
They do not call for extreme and extravagant 
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reforms. This may not quite satisfy most psy- 
chiatric readers. The Law makes haste slow!y, 
and perhaps it is just as well. We, as ps; 
chiatrists, are not nearly ready to ask that th. 
question of mental disease and its legal pro! 
lems be passed over to us. Yet the author- 
are quite in agreement with most psychiatrist- 
that the question of determining sanity or in 
sanity is best resolved in the hands of a psy 
chiatric board rather than by judge and jury. 
The volume is clearly written, well printed 
and will repay careful reading. Too man; 
psychiatrists have singularly hazy notions of th: 
forensic aspects of their specialty. 
JOSEPH ZINKIN. 


Hamby, W. B., INTRACRANIAL ANEURYSM‘. 
[{Springfield: Chas. C. Thomas, 1952. Pp 
564, 193 illustrations. $14.25.} 


Here, in one volume, may be found for the 
first time, a complete and exhaustive discussion 
of intracranial aneurysms. The wide personal 
experience of the author is augmented by well 
chosen. material from the literature on this sub- 
ject. Even though several monographs treating 
of this problem have been published previously 
they are in no way comparable to this work, 
which treats of all aspects and, at the same 
time, provides an adequate basis in physiology 
and pathology for an understanding of the 
clinical phenomena which result. 

Whether Biumi of Milan or Morgagni first 
described an intracranial aneurysm at autopsy 
is a moot point but the fact remains that until 
relatively recently most aneurysms were dis- 
covered by the pathologist or incidentally by the 
surgeon in his intracranial exploration for some- 
thing else. In recent years accelerated interest 
in the subject has resulted from the excellent 
work of Jefferson, Richardson, Hyland, and 
Dandy. The author estimates that intracranial 
aneurysms may occur in 0.5 - 1.0% of the 
general population, and, though this estimate 
seems somewhat high, it is nonetheless based 
on a sober but critical evaluation of available 
data. 

The first excellent chapter of this book is, 
in a sense, a succinct summarizing preview of 
the remainder of the text. Pertinent physiologic 
and anatomical material is here presented and 
the functional pathology of disturbed cerebr.l 
circulation clearly summarized. The two fol- 
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lowing chapters on gross and microscopic path- 
ology and incidence, and on diagnostic facts 
and procedures and the effects of aneurvsmal 
Jilitations on local structures, complete the 
roundwork for subsequent clinical chapters. 
( hapter III, which present material pertinent to 
‘he clinical and laboratory diagnosis of an 
neurysm will appeal particularly to the inter- 
st and the medical neurologist who may not 
e as interested in the technical aspects of sur- 
.ical therapy as will the surgeon. 

The last four clinical chapters of this book 
are carefully organized and, wherever possible, 
cxpanded in the light of the author's extensive 
personal experience with aneurysmal lesions. 
The brief analyses of symptoms, stripped of 
inconsequential data, and the evaluation of 
symptoms in the light of clinical diagnosis 
and localization, and subsequent confirmation 
of the lesion by direct observation, give added 
interest and value to these chapters. A wealth 
of prognostic information, most useful to the 
medical neurologist, is included. 

The bibliography is remarkably inclusive and 
complete and rounds out the value of this 
work as a permanently useful reference. 

This is not a book for continuous reading. 
It is organized as a reference work and justifies 
that term. The illustrations, drawings and 
anatomical plates are plentiful and well selected 
and this undoubtedly steps up the cost of the 
volume. The work is a must for neurologists 
and neurosurgeons, for anyone, as a matter of 
fact, whose teaching or practice makes a knowl- 
edge of intracranial aneurysms essential. 

FRANCIS J. BRACELAND, M.D. 


Hardy, J]. D., Wolff, H. G. and Goodell, H. 
PAIN SENSATION AND REACTIONS. {[Balti- 
more: Williams & Wilkins Co., 1952. Pp. 
435. $6.50.} 


During the past two decades it has been 
convincingly demonstrated that the effective ex- 
ploration of problems in  stimulus-response 
psychophysiology demand the collaboration of 
scientifically trained teams. An interdisciplinary 
approach is necessary to facilitate development 
of stimulus techniques on the one hand, and 
to assure valid assessment of responses, on the 
other hand. The diversified talents of such a 
team, composed of a physiologist and physicist, 
a clinician in medical neurology, and a research 


oriented psycho-physiologist in medicine, have 
long been focussed on the crucial problem of 
pain in man. This team has made a carefully 
controlled series of observations in tightly in- 
tegrated sequence over the past thirteen years. 
These form the factual core of Pain Sensations 
and Reactions. It is fortunate that the studies 
made by Dr. Hardy and his associates at Cor- 
nell should finally have been brought together 
and correlated in one volume. Only in this 
way could the broadly conceived and evolving 
patterns of their research methods and thought 
have been visualized as a unified whole. It is 
only through the medium of such a book that 
the superb and useful synthesis of the pain 
experience, as formulated in the last chapter 
of this volume, could have been presented in 
appropriate context. This monograph performs 
a necessary service supplied neither by the 
journal literature nor by annual review volumes, 
in presenting their definitive though perhaps 
not final statement concerning the pain ex- 
perience in man. 

After two introductory chapters in which the 
authors review traditional concepts of the pain 
experience and accepted neuroanatomic and 
physiologic substrates for that experience, at- 
tention is immediately directed toward methods 
for qualitating as well as quantitating various 
aspects of the painful stimulus and resultant 
responses, Chapter III summarizes those crit- 
eria which must be met by an adequate and 
quantifiable noxious stimulus for pain, reviews 
in critical fashion certain stimuli used prior to 
this study, and presents in elaborate detail, the 
technique of eliciting painful responses by 
thermal radiation, the method of the authors. 
Instrument designs and calibration techniques 
are presented. Chapters IV, V, and VI re- 
count in workmanlike fashion a series of studies 
by the authors and others on the three thres- 
hold responses customarily included under 
‘pain’, that is pricking pain, burning pain, and 
aching pain. In the interests of strictly logical 
progression it might have been desirable to 
place chapter IX which is devoted to itch and 
tickle sensations immediately after Chapter VI. 
The authors establish that these latter responses 
are most closely allied to the pain modality 
and are probably mediated by pain pathways. 
Chapter VII deals with the important problem 
of quantifying the intensity of the pain re- 
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sponse and with the authors’ experiments 
which established that this intensity factor 
could be reliably quantitated. The resultant 
“dol” scale which has been used extensively 
by them in subsequent research is a first rate 
achievement in the field of human sensory 
physiology. Whatever the theoretical objections 
may be to this intensity scale, there can be no 
question that their results with this quantitative 
standard have amply justified its exploitation. 

Chapter VIII concerns cutaneous hyperal- 
gesia. On the basis of the authors’ observations 
they present a revealing formulation of the 
nature and probable mechanisms of hyperal- 
gesia. 

The second half of this book is devoted to 
more elusive aspects of the total pain experi- 
ence, that is to reactions other than threshold 
appreciation and intensity discrimination. As 
might be anticipated the route now becomes 
more devious and the data less rigidly specified 
except. for those on the pharmacodynamics of 
pain as presented in Chapter XIII. As far as 
this reviewer is aware, Chapter XIII represents 
the most comprehensive and well documented 
elaboration of pharmacological effects on hu- 
man pain available to date. 

The medical neurologist, the neurosurgeon, 
and the psychiatrist will find Chapter XII 
stimulating reading. Here the authors review 
current concepts as well as their own quantita- 
tive analyses of the effects of prefrontal lobot- 
omy on pain. It is to be regretted that there 
are still so few critical data on this aspect of 
the problem. Dr. Hardy and his associates 
have published the only pertinent and ade- 
quately controlled studies in this field. 

The final chapter of this book, as previously 
mentioned, offers a splendid formulation of the 
pain experience synthesized from the exhaustive 
data presented in the body of the book. Every 
thoughtful physician who is concerned with 
painful states in his practice will find this chap- 
ter an informative source for serious study. 

This book is replete with clear and illustra- 
tive diagrams and is followed by a comprehen- 
sive bibliography of 505 references. In gen- 
eral this is a readable book although early 
chapters on methodology make slow going for 
the physician who is relatively unsophisticated 
in such techniques. In spite of this Pain Sensa- 
tions and Reactions can be recommended with- 
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out reservation as a valuable and authoritativ:: 
reference for the internist, the medical neuro! 
ogist, the general surgeon and more especiall\ 
the neurosurgeon. This work should likewis: 
be a useful reference for the psychiatrist. Mary 
problems involving pain ultimately become his 
therapeutic responsibility. This book shou! | 
serve as an edifying model of admirable cli:.- 
ical research, Initial problems in procedu:< 
alone might well have discouraged less 1 - 
sourceful and patient investigators than the a:- 
thors. In their long years of careful work thy 
have performed a major service for medicine. 
They, and this volume, should be an inspiri- 
tion to all research-oriented physicians w/o 
continue the quest for discriminative data in 
human sensory physiology. 
F. T. BRACELAND 


Harrower, Molly. APPRAISING PERSONALITY. 
{New York: W. W. Morton & Company, 
Inc., 1952. Pp. xvii + 197. $4.00.} 


This book is primarily directed towards 
physicians in order to help them understand 
somewhat better the role of the clinical psy- 
chologist and thereby more competently utilize 
his findings. The author has recommended it 
also for all other professional persons or even 
the interested layman, and the result is a text 
of beginning value but naturally of no great 
depth. 

The beginning — “What Does a Clinical 
Psychologist Do?’’ — demonstrates the struc- 
ture of the book, which is primarily a convers?- 
tion between a physician and a psychologist 
written in friendly but not always realistic 
language. This sort of style is interesting, but 
one wishes the author were a novelist as well 
as an expert psychologist. In spite of these 
difficulties, however, the chapter does get 
across pretty well what the psychologist can 
do, although here the average psychiatrist may 
take a dim view of the notion that the psy- 
chologist is better than he is in diagnosing 
brain tumors. This, of course, can and does 
happen with some varieties of psychiatrists, but 
the trend is a little too all-inclusive in its ap- 
proach. A typical history of this case of brain 
tumor is given with a nicely built test summary. 
A second case of latent schizophrenia in which 
the psychological findings completely reverse 
the psychiatric diagnosis next appears, and 
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these two cases unfortunately make the psy- 
chiatric profession look pretty stupid from a 
diagnostic viewpoint. 

The author next discusses the tools of the 
clinical psychologist, beginning with the pro- 
jective techniques, giving some pretty fair 
analogies and attempting to clarify the curi- 
ous jargon which so often confuses any but the 
experts in this field. She carries on this point 
in the third chapter dealing with some common 
inisunderstandings, emphasizing the problems 
of so-called normality, questions of blind 
analysis, problems of cooperation between the 
physician and psychologist and winds up with 
a definition of a clinical psychologist. Here 
the author has achieved a really workable ap- 
proach and this section could well be recom- 
mended to many experts in her own field. 

The second part of the book introduces vari- 
ous special techniques, starting off with the 
Rorschach test, giving some of the history and 
theory in a simple but adequate fashion. Re- 
production of blots from the author's parallel 
series are shown, and the method of gaining 
information concerning the patient is demon- 
strated. Techniques of scoring are briefly con- 
sidered, and the various types of patterns char- 
acteristic of different pathological reactions are 
discussed. These pathological patterns are 
further evaluated in subsequent discussion, and 
a comparison of undisturbed and organic pa- 
tients is presented. Withdrawn and hysterical 
personalities are briefly depicted and finally, 
psychotics and neurotics are demonstrated in 
discussion and by chart. This section should 
give an uninformed individual a fair notion 
of the Rorschach technique, although of course 
the author in simplifying is forced into a cut- 
and-dried approach which makes her appear 
more dogmatic than she really is. 

The next problem is the question of intel- 
ligence, and here we have a general discussion 
of the Wechsler-Bellevue, with a good descrip- 
tion of the problems of age and a qualitative 
appraisal of the test responses. 

Drawings are then studied, and here the 
description is limited to fairly obvious pathol- 
ogical patterns with a general description of 
the better known points of this technique. 

The Szondi test comes in for a fairly com- 
prehensive review and is illustrated. with ex- 
perimental material. Here again the level of 
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the discussions forces the author to omit a 
great many of the perplexing problems known 
to experts, and the result is oversimplified. 
The last test considered is the sentence com- 
pletion technique. 

Part Three represents a case history of 11 
year old male twins, one with epilepsy. Since 
they look identical, the referring physician feels 
that it would be fascinating to find out. whether 
or not the psychologist, without prior informa- 
tion, could tell which twin has the epilepsy. 
The case material is presented and the psychol- 
ogist, not too surprisingly, is able to detect 
that Johnny is the patient with the convulsive 
state. The psychodiagnostic appraisals are 
presented in detail, and the different charac- 
teristics are demonstrably obvious. The second 
case, dealing with a “backward girl,” is pre- 
sented with data and summary charts, and a 
problem of schizophrenia and a problem in 
pain conclude this series. The author winds 
up the text with a couple of referral forms and 
an appointment blank, and then re-emphasizes 
the hazards of oversimplification designedly 
faced in this text that non-psychologists may 
know at first hand some of the subject ma- 
terial of clinical psychology. 

Evaluation of the book is difficult, since it is 
obviously not for the expert and it is diffi- 
cult to appraise a beginner's reaction. It should 
prove of considerable value, however, to 
physicians provided they can be inveigled into 
developing enough basic original interest to 
begin reading in the first place. 

Douctas M. KELLEY. 


Karpf, Fay B., THE PsycHOLOGy AND Psy- 
CHOTHERAPY OF OTTO RANK. [New York: 
Philosophical Library. 1953, Pp. 114. 
$3.00] 


Rank’s historical place in the psychoanalytic 


movement is at last available to us. His con- 
tributions previously failed to receive deserved 
attention because the German technical notes 
were difficult to formulate. 

The author, Dr. Karpf, is a social psychol- 
ogist. As a teacher of social research in the 
’30s, she felt that social workers should under- 
take psychotherapy with their clients. Where 
look for guidance as to methodology? She 
went to the Psychological Center in Paris. 
There Rank started her personal analysis, later 
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to be completed in New York when they 
collaborated in teaching. 

Rank early in the Freudian movement had 
devoted himself to the nonmedical side of 
psychoanalytic investigation, with encourage- 
ment by Freud. Today though, Dr. Karpf com- 
plains, the Freudians are training only physi- 
cians who intend to specialize in psycho- 
analysis, whereas others who need basic knowl- 
edge of psychodynamics have difficulties with 
understanding Freudian theory. She refers to 
general psychiatrists, clinical psychologists, 
group discussion and group therapy leaders, 
educators, social and cultural scientists. 

Because of wide acquaintance with general 
thought and culture, Rank could formulate a 
methodology to satisfy North Americans. His 
“positive, constructive’ philosophy in Dr. 
Karpf’s opinion, is more suitable for this 
country than Freud’s ‘negative, reductive and 
closely-knit authoritarian viewpoint.’ Varied 
developments linked themselves, directly or in- 
directly, to Rank’s views, among them “‘short”’ 
therapy, ‘‘client-centered” therapy, ‘“non-direc- 
tive’’ therapy, realtionship-oriented education 
and group discussion, service-oriented or func- 
tional counseling and case work. 

The result of Dr. Karpf’s exhaustive study 
is a meaty presentation. Those who will not 
have an opportunity to read the book may 
want to know briefly some of Rank’s chief 
departures in psychotherapeutic procedure: 

The give-and-take “relationship” of coun- 
selor and client determines the therapeutic pro- 
cess. Emphasis is shifted from specific content 
per se to the dynamics underlying it; pattern 
of reaction counts more than the reliving of 
single experiences. Rank’s special device of 
“end-setting’’ had historical importance in the 
larger question of activity versus passivity in 
therapy. He departs radically from the Freu- 
dian position in pronouncing “the will’ the 
creative element in therapy. Consequently, 
“resistance” is not to be undermined as a hin- 
drance to therapy but rather to be ‘encouraged, 
strengthened and directed’ as “a constructive 
striving toward independence.” 

(Dr. Karpf states that old academic psy- 
chology, in spite of its recognition of the mean- 
ing of conscious willing, could not utilize it 
because of the lack of the dynamic viewpoint. 
The latter was supplied by Freud in terms of 


biologic instinct and by Rank in terms .f 
Creativity). Rank rejected the instinct conc - 
tion of behavior. He said that instinct w 
lifted into the ego sphere by conscious w |] 
which tames, directs, and controls instin.t. 
Just as the creative will represents the conscio :s 
expression of instinct, so emotion represe: ‘s 
the conscious awareness of instinct. ‘‘Inhibitio 


in contrast to Freudian “repression” is a ba ic 


and increasingly autonomous internal proc: ss 
rather than a secondary and externally impos 
factor. 

The “psychology of the unconscious” unve \s 
itself as an attempt to deny the will in orde 
to evade conscious responsibility. Will, inhil:i- 
tion and impulse are a triad of organizing pri- 
ciples in certain personality types, with will 
pre-dominating in the creative type, inhibition 
in the neurotic type and impulse in the anti- 
social type. To Rank creative expression is the 
core of the therapeutic process. He objects to 
the term ‘“‘sublimation;’” artistic expression is 
an end in itself and the neurotic the artistic 
temperament that miscarries and fails to achicve 
it. 

Interdependence of the individual and the 
social order in which he comes to self-realization 
is stressed. The mother-child relationship being 
basic (in contrast to Freud’s Oedipus com- 
plex), “‘anxiety,” ‘‘fear,” “relationship,” ‘‘end- 
ing’ and “‘separation” in therapy take on a 
special significance. 

All issues are discussed critically with Freu- 
dian theory as a background for comparison. 
For instance, “Freudian psychology reduces 
man to a puppet . . . (the individual ego 
naturally the carrier of higher goals . . . is also 
the temporal representative of the cosmic primal 
force no matter whether one calls it sexuality, 
libido or id.’’) 

Freud and Rank decided together that the 
birth process was the root of all fear: “that 
complex of painful feelings, of a discharge 
of impulses, of physical sensations, which re- 
sults from danger to life is ever after repeated 
within us as a condition of fear.” Yet why 
did Freud discard this idea that birth trauma 
was basic? Was it that stressing the mot!: r- 
child relationship would threaten the patriar al 
structure of Freudian thought? In the la‘ er 
presumably the father is ‘‘a figure of God! ke 
power,” “the masculine principle is not « ly 
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pe-dominant, but man is made the measure 
avainst whom woman is appraised . . . only in 
tcrms of negative characteristics.’ Rank scoffs 
a’ the idea of “penis envy” as a general prob- 
km of women .. . “an instrument of Man’s 
procreative ideology . . . a conception which 
could only be advanced from the standpoint 
o: masculine inferiority . . . rooted in man’s 
f-ar of woman . . . This ‘inferiority complex’ 
F-eud projected onto woman in order to save 
tie crumbling ideology of his father-ideal . . . 
f. minine psychology distorted, but correspond- 
ingly . . . masculine qualities appear exagger- 
aied to the point of caricature in a libidinal 
superman . . . In Freud’s . . . interpretation 

. of the highly individualized psychology of 
modern neurotics.”’ 

Yet while he punched holes in Freud's ‘‘sys- 
tem’ he showed bias toward the modern neu- 
rotic, whom he called “the frustrated artist 
tvpe.”” In his exaltation of woman as biologic 
“creator in reality,’ whereas man ‘‘creates only 
spiritually in unreality,’ he proposed artistic 
creativity as the important outlet for those 
frustrated. Most of us would go along with 
“the psychology of difference” in terms of cul- 
tural and social change, and with the personal 
and social value of artistic expression. The 
neuro-psychiatrist might wish to stress constitu- 
tional factors somewhat, being aware that, with 
ultra-microscopic and electrophysiologic tech- 
niques, for instance, researchers have pointed to 
constitutional differences between so-called nor- 
mal persons and those who are “‘oversensitive”’ 
or ‘different.’ Since these finding are still con- 
troversial, we may not dwell on them. 

The average neurosis is a “human problem” 
in the broad sense of development, education 
and adjustment, but the different diagnosis 
from more serious disorders has to be cleared. 
The therapist's knowledge alerts him to the 
deviations and emergencies which call for med- 
ical intervention. 

The “individual” whose whole soul cries 
out to be “different,” may “‘create’’ havoc in 
close relationships by his unwillingness or in- 
ability to cooperate in life as he finds it. Re- 
leasing the neurotic’s creativity is only partial 
therapy. Of course, society as a whole may 
benefit by such creativity and the tensions of 
the neurotic with close family and friends may 
bemitigated. But is this creativity not distorted 


just as Freud’s psychology is “distorted by too 
much contact with the pathologic in human 
relations?” And does not this distortion in 
every aspect of life come partly from con- 
stitutional and other differences not defined by 
the social psychologist ? 

The reader will be stimulated and inspired to 
ask other as yet unanswerable questions when 
reading Dr. Karpf'’s enlightening book.on Otto 
Rank. She has done a fine job of orienting the 
reader toward Rank’s important position. The 
book should be well-received. Any counselor 
or physician will find it broadening as well as 
giving a specific point of view which will aid 
in establishing a therapeutic relationship with 
patients. 


Lindner, Robert, PRESCRIPTION FOR REBEL- 
LION. [New York: Rinehart and Co. 1952. 
Pp. 305.} 


Lindner has written a good book that should 
be widely read. He writes with fervor, in good 
style, and has a broad background of read- 
ing. If he keeps up the pattern, he bids fair 
to become the Tom Paine of modern psychol- 
ogy. He certainly isn’t dull. He is not merely 
concerned with the stultification of individuals, 
but with that of societies and cultures as well; 
their eventual decay, as has been attested by 
others. He sees the danger to modern society 
in the formation of mass man and the disap- 
pearance of individuality. He says that modern 
psychology, in the hands of its various prac- 
titioners, caters to the bugbear and fallacy of 
adjustment, and he has a good point. The re- 
viewer would add that another bugbear is 
maturity, so fantastically described in the lit- 
erature and so difficult to find, notably amongst 
those who go about preaching maturity, notably 
their special kind of maturity. But to get back 
to our author. Lindner feels that all human 
effort and being are or at least should be direc- 
ted towards expanding the media in which 
people live, the equipment they have or can 
fashion, and the limits to existence. In a 
chapter labelled, The Lie That Binds, he very 
well attacks the omnipresent injunction to ad- 
justment. The next chapter heading is Shamans 
and Shibboleths—these titles give a hint at 
the useful polemic note that runs through the 
volume. He doesn’t hesitate to take potshots 
at names well known in professional circles. 
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As a matter of fact, for the most part, it is 
not a distinguishing mark to be included in 
the bibliography. His aptness is illustrated by 
the following, “Supported by the authority of 
all institutions, parenthood has come to amount 
to little more than a campaign against in- 
dividuality.” He feels that, “By nature, man 
is a rebel.” Lindner is not interested, in his 
use of the word rebel, in so called radicalistic 
tendencies or revolution. He feels this instinct 
to be particularly alive in the neuroses and 
psychoses. The matter of adjustment is ex- 
amined historically at some length. It is felt 
that educators, psychiatrists, psychologists, and 
others could have an important influence in 
emancipating man if they made the effort and 
had the courage to do so. He believes the 
knowledge of psychoanalysis is basic, although 
he says it has been distorted to attain adjust- 
ment instead of emancipation; the knowledge is 
at hand but it is not used aptly. Rebellion is 
the alternative to adjustment. The word rebel- 
lion is elevated to denote an instinct; although 
self-correcting, Lindner does extend it enough 
to crack the very word. There is no objection 
to considering rebellion as instinctive, but it 
cannot’ sustain anything more than the weight 
of the secondary instincts. Lindner is aware 
that the problem is not a simple one, although 
he is compelled to oversimplification in his 
presentation. The essentials to the training of 
the child to rebellion are given as, “that he 
will be: aware, identified (have a sense of self), 
skeptical, responsible, employed (to convey 
Octega Y Gasset’s concept of wholesale anc 
absolute dedication), and Tense (a condition of 
alertness which recognizes the distance, the 
gap, between what is and what should be).” 
A. N. F. 


Loewenstein, Rudolph M. (Ed.) Drives, AF- 
FECTS, BEHAVIOR. [New York: International 
Universities Press, Inc., 1953. Pp. 399, 
$7.50.} 


This volume is a collection of papers offered 
in honor of Marie Bonaparte “both as a mark 
of congratulation at an important moment of 
her life and also as a token of admiration at 
her achievements.” Ernest Jones writes a brief 
prefatory note to this well-kiown student, 
friend, and collaborator of Sigmund Freud who 
now reaches her sixtieth birthday. There are 
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twenty-one papers included in two sections 
(theory of psychoanalysis, and clinical contr,- 
butions) by some very distinguished psycho 
analysts among whom we find Hartman, Kris 
Loewenstein, Edith Jacobson, Spitz, DeSassur: 
Charles Odier, Greenacre, Felix Deutsc! 
Knight, Flournoy, Anna Freud, K. R. Eissle 
Roheim, Grete L. Bibring, D. Burlinghan., 
Lewin, DeGroot, Lagache. It is a rather inm- 
pressive array of talent, and the papers are 
nearly all equally impressive. 

The paper by the “heavy artillery” of theo- 
retical psychoanalysis consisting of Hartman, 
Kris, and Loewenstein on “The Function of 
Theory in Psychoanalysis” is quite obviously in 
partial rebuttal of some of their colleagues who 
have been both hostile and timorous in their 
attitude toward further theoretical advances and 
consolidations in analysis. The authors feel it 
necessary to re-enforce the idea that “theory is 
not a creed, but a tool.” They feel that it is, 
even after Freud, necessary to continue the 
work of bridging the gap “between the gen- 
eral level of theorizing and the study of con- 
crete phenomena.” They take a strong and 
very legitimate attitude “that psychoanalytic 


theory constitutes the potential core of a gen- 


eral theory of behavior... .” They make the 
important point that many misunderstandings 
and dissatisfactions with analytic theory “have 
been facilitated by looking upon Freud’s work 
as a collection of statements which can be 
freely combined or interchanged in complete 
disregard of the time at which they were 
made.” “It must be understood that analytic 
theory is a coherent set of assumptions, not a 
hodgepodge of isolated statements of clinical 
fact or theoretical speculation. The paper is 
closely reasoned and should clear the air and 
decrease some resentment. 

Charles Odier, the Swiss psychoanalyst, 
whose work is too little known in this country, 
gives us an interesting paper on “Sublimita- 
tion” based on Marie Bonaparte’s published 
childhood diary. He makes some valuable dis- 
tinctions in the problems of sublimation. He 
notes several stages (three) between partial 
and complete sublimation. The first two .1- 
volve the influence of environment and a third 
which corresponds to a state of maturity aod 
depends on the faculties of the ego to “valor- 
ize.” It is this concept of value that has so 
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much been lacking from analytic theory and 
which analysts have for a long time avoided 
discussing, and which must now be tackled. 
Cdier has been studying the problem for some 
time now, and his forthcoming book may give 
us a Clearer idea of what he has been thinking. 

One could go on discussing each paper, but 
that is not feasible in a short review. In con- 
cluding, we note a good bibliography of M. 
Bonaparte’s work, and an author's index which 
is of very little practical value. The volume 
will provide much food for thought and some 
new insights which are more than enough to 
repay careful reading. 

JOSEPH ZINKIN 


Mackay, Roland P., M.D.; Lewis, Nolan D. C., 
M.D.; and Bailey, Percival, M.D., editors, 
THE 1952 YEARBOOK OF NEUROLOGY, 
PsYCHIATRY AND NEUROSURGERY. [{ Chicago: 
The Year Book Publishers, 1953. Pp. 603. 
$6.00.} 


This standard annual survey keeps pace with 
previous volumes in presenting excellent epito- 
mies of the newest in these three related fields. 


The neurological section shows no spectacu- 
lar new trends but rather points out that em- 
phasis seems to have been placed on unusual 
cases and “remarkable cures” or, as the reviewer 
adequately puts it, “simply repeating what has 


often been said before.” It is the elimination 
of this duplicate material that makes this book 
of real practical value to the busy practitioner. 

The reviewer covers the fields of anatomy, 
and then puts considerable stress on the cur- 
rent advances in neurophysiology where some 
new work has been appearing. He stresses the 
study of encephalic localization and notes that 
attention is*now more directly pointed towards 
studies of the operation of the brain as a 
whole. Here he emphasizes the work of Ma- 
goun, Jasper and others in defining the acti- 
vator and depressor functions of the dienceph- 
alon and mesencephalon. The relationships of 
hormonal and chemical factors are also stressed. 
Pathology of infectious diseases, vascular dis- 
turbances and degenerative diseases are also 
adequately covered and then the epilepsies and 
cranial and spinal nerves are surveyed. In a 
chapter dealing with methods, a variety of 
therapeutic approaches are reported and the 
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whole section is a compact approach to modern 
neurology. 

The second part, Psychiatry, indicates that 
current trends are developing in the four major 
areas of psychosurgery, psychosomatic medicine, 
pharmocological investigations and _psycho- 
dynamics. The reviewer rightly stresses that 
the increase of literature in these fields is 
progressing at such a pace that it is becoming 
nearly impossible to afford an over-all view 
of the mass of work accomplished. He sug- 
gests that the field of psychoanalysis is especial- 
ly difficult for brief abstraction, and recom- 
mends accessory review summaries in this com- 
plicated field. This problem of literature in- 
crease beyond the capacities of even the most 
avid reader is a serious one since, in addition 
to frustration production, much of value is 
lost in the welter of mediocre verbalisms. The 
reviewer in this short section guides us through 
much of this material with a skilled hand, se- 
lecting only those articles of pertinent value 
and summarizing them in short but accurate 
style. Running through general topics dealing 
with suicide, sleep, sexual problems, etc., he 
then approaches the question of child psychi- 
atry, emphasizing primarily problems of therapy 
and schizophrenia. A separate section of 
schizophrenia and affective disorders next fol- 
lows, after which organic and toxic reactions 
are considered at some length. Psychoneuroses 
and psychosomatics are next considered, and 
then there is a long section on therapy, which 
is a most worthwhile evaluation of not only 
general approaches but technical methods of 
proven practical use. 

The final part of the book deals with neuro- 
surgery, a section which had been dropped but 
was reinstated as a result of reader demand. 
The editor foresees a widespread increase in 
interest in neurosurgery and discusses the cur- 
rent nationalism in claims for new develop- 
ments. His reviews cover problems of tumors, 
hemorrhagic lesions, infections, intevertebral 
disks, malformations and general miscellaneous 
problems. Throughout these summaries the 
ability of the reviewer is in evidence in his 
skilled selection and summation methods. 

The text, as always, has an excellent author 
index, a comprehensive regular index, carries 
many illustrations and is a most handy volume 
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for the expert or the beginner in these three 
fields. 
DouGLas M. KELLEY 


Moench, L. G., OFFICE PSYCHIATRY. { Chicago: 
Year Book Publishers, Inc., 1952. Pp. 310. 
$6.00.} 


This text, written by the assistant clinical 
professor of medicine and of psychiatry at the 
University of Utah School of Medicine, is 
directed at making psychiatric knowledge avail- 
able to the physician ‘‘clearly, simply, usefully, 
avoiding the special jargon and the obscure 
concepts which have alienated many medical 
students and physicians, depriving them and 
their patients of this valuable understanding.” 
The author seems to have achieved his goal 
and, in addition to the simple linguistic pre- 
sentation, has also added a large number of 
cartoons which, although at times spectacular, 
at least make the book more look-throughable. 

Careful reading shows that the author be- 
gins, reasonably enough, at the beginning of 
personality formation with prenatal mental 
hygiene, passing rapidly to emotional health in 
childhood including discipline, and then mov- 
ing onto adolescence. This first portion of the 


book demonstrates the general structure of 
the total book, which is quite well done, but 
necessarily superficial and hence containing 


many dogmatic statements. Problems of ado- 
lescence highlighted include emancipation, ag- 
gression, status, acceptance of one’s own ap- 
pearance, sex, anxiety and delinquency. 

Having gotten through the developmental 
phase, the author next turns to psychosomatic 
medicine and discusses problems of hyper- 
thyroidism, derminological lesions, respiratory 
and cardiovascular symptoms and gastrointes- 
tinal problems. He then moves into more 
specialized situations of obstetrics, gynecology 
and urology, and winds up with a short sum- 
mary of headache. 

Neuroses next come in for a brief chapter, 
followed by one on character neuroses, or 
psychopaths, and then the major psychoses are 
discussed. These three sections take up only 
50 pages and obviously leave much to be de- 
sired from an expert view. Tabulay techniques 
and the intriguing drawings, however, make the 
chapter good reading. Organic toxic psychoses 
are well discussed, including problems of alco- 
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holism, drug addiction and the deterioratin ; 
patterns. Suicide rightly comes in for an e: - 
tirely separate chapter, and the author mov: ; 
to an intriguing discussion of a psychiatric e 
amination with an excellent pictorial repr 
sentation of poor interview techniques. The 
two chapters could be well recommended | ) 
all beginning psychiatrists as well as to gener | 
practitioners, 

The rest of the book. is devoted to types : 
treatment, beginning with psychotherapy in 
general practice, a short bit on psychoanalys 
and a survey chapter on physiological therap . 

Considering the aims of the author and { 
one realizes this text is not for a psychiatr:c 
office, it must be conceded the author has mace 
his point and presented concisely in a som.- 
what whimsical fashion much of the meat of 
psychiatric thinking which should be ingested 
by any physician if he is to function in a rca- 
sonably successful fashion. The light touch of 
the author in his writing, the many outstanding 
gtaphical cartoons (there are some that are not 
so good too) and his general attitude in the 
approach to the subject should make it have 
wider reader appeal for the general practitioner 
and the beginning student. 

DouGLas M. KELLE’ 


Polatin, P and Philtine, E. C. THE WELIL- 
ADJUSTED PERSONALITY. [Phila.: J. B. Lip- 
pincott Co., 1953. $3.95.} 


It is refreshing to find a book that is both 
inspiring and realistic, both sound and read- 
able, and both comprehensive and clear. This 
volume certainly justifies the application of 
these adjectives. The authors are a psychiatrist 
and his wife who have woven together a beau- 
tiful discussion of the problems of life adjust- 
ment. This is directed toward an audience of 
lay people who may have little or no psychiatric 
vocabulary, but who have some capacity to 
think about themselves and other people. It 
is on this capacity that the authors build their 
thesis that most people have problems and that 
many people do not know what to do about 
them. They suggest that sometimes thse 
problems require professional aid and inten: ve 
care up to the point of psychoanalytic tr: :t- 
ment. In other cases, probably most, there re 
simpler avenues of adjustment. 

The authors quite realistically point out « ‘f- 
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fe-ences of temperament and adjustment ca- 
avity and suggest frankly that persons learn 
limitations within which they may live and 
happy, discouraging frantic strivings toward 
ittainable goals or eternal shopping for 
rapeutic saviors who will completely alter 

) ir lives. All this helps to balance the pop- 

|r overestimation of the services psychiatry 
a1 now render. For every one person it will 

id to a psychiatrist, it will help nine others 

arrive at a satisfactory adjustment without 
professional treatment. Particularly valuable 
to anxious people who feel a tremendous need 
to conform to their notion of the “normal” and 
“mentally healthy’ pattern for life is the 
handling of a chapter entitled “Not Everybody 
Should Marry.” Here, as in the discussion 
about having children, the authors emphasize 
the danger of trying to force many different 
kinds of persons into artificial patterns of con- 
formity. 

The handling of religion is unusually 
thoughtful, the authors recognizing its import- 
ance in marriage and child rearing. Chapter 
headings are good. There is an excellent index. 

All in all, the net effect is optimistic and 
comforting to the layman. I do believe the 
book can be trusted to his tender hands. It 
might also be helpful to psychiatrists who are 
called upon to speak publicly or write for lay- 
men. It is a model in restraint and common 
sense, 


EarL A. Loomis, jr. 


Riese, Walther. PRINCIPLES OF NEUROLOGY 
IN THE LIGHT OF HISTORY AND THEIR PRES- 
ENT Use. [New York: Nervous and Mental 
Disease Monographs, 1950. Pp. 177. $6.00.} 


The Greeks were aware that movement, sen- 
sation and intelligence are related to cerebral 
function, but for centuries afterward all prog- 
tess was halted by the search for the seat of the 
soul in the brain. It was not until the 19th 
century that the doctrine of cerebral localiza- 
tion of function took concrete shape, with ef- 
forts directed toward the mapping of cerebral 
centers of movement and sensation. Even the 
traditional soul was subdivided into its pre- 
sumed elements (i.e., into different psychic 
functions) which were related to well-defined 
areas of the brain. 

It is in this vein that Dr. Riese has laid the 
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background for his analysis of the ideas on 
which our present concepts of cerebral function 
and dysfunction rest. Much of the monograph 
pivots on the thought of three men—Hugh- 
lings Jackson, whose theories Riese has often 
expounded, Constantin von Monakow, Riese’s 
teacher, and Kurt Goldstein, his close associate. 

Not only does Riese analyze past and preva- 
lent concepts, and give them substance, but in 
his syntheses he breaks new ground by inter- 
jecting his own ideas. He shows himself a 
master in expostulating on threadbare general- 
izations. The steps through which Hughlings 
Jackson, Sherrington and Head effectively re- 
pudiated the concept of the existence of fixed 
and isolated functional units in the brain are 
traced. The principle of resistance enunciated 
by Hughlings Jackson through his conclusion 
that the phenomenon of spread of an epileptic 
discharge means an overcoming of the resist- 
ance of spatially related structures, was broad- 
ened by Riese by his inclusion of pain and hal- 
lucination in the same orbit. In analyzing 
the basis for the appearance of signs and symp- 
toms (for instance loss of speech) following 
the destruction of a part of the brain, Riese 
elaborates the concept of differing vulnerability 
of types of behavior to regional lesions. As to 
substitutional activities of the brain, he says 
that one must conclude that no structure can 
ever take over activities to which it made no 
previous contribution. No structure, he points 
out, is ever in possession of an irrevocable chief 
position, but is part and parcel of a mobile hier- 
archy, Similarly, it is less the local lesion in 
itself than the changing interrelation of the 
parts which is responsible for the appearance 
of symptoms. The relevance of the time fac- 
tor is shown in the revitalized doctrine of the 
“momentum” of brain lesions, suddenly devel- 
oping lesions inducing symptoms, slowly de- 
veloping ones, though identical in site, leading 
to little or no functional deficiencies. And thus 
Riese moves from aspect to aspect of his almost 
overwhelming subject in a manner which will 
surely stimulate the reader to thought. 

In this monograph we find superb exposi- 
tions of von Monakow’s diaschisis and the dis- 
tinction von Monakow made between transient 
and residual symptoms; the Vogts’ pathoclisis; 
Sherrington’ spinal shock; Munk’s See/e; Gold- 
stein’s elimination of inhibition; Head’s re- 
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flexes as coherent reactions and von Economo’s 
progressive cerebration. Each of these, and 
many more,. take on richer meaning as they 
pass under Riese’s scrutiny. 

Every page possesses nuggets in store for the 
reader. Dr. Riese has accomplished a task 
which few are qualified to handle. This mon- 
ograph is a fitting companion piece to his 
L’Idée de l’Homme dans la Neurologie Con- 
temporaine (Alcan, 1938) and La Pensée 
Causale en Médicine (Presses Univ. de France, 
1950). It is unique in the field of neurology 
in that it carries an exposition of ideas, not 
their mere compiling and cataloging. Neurol- 
ogists are assuredly in Dr. Riese’s debt. 

WeBB HAYMAKER 


Schilder, Paul. MEDICAL PsyCHOLOGy. Trans- 
lator and editor, David Rapaport. [New 
York: International Universities Press, Inc., 
1953. Pp. 428. $7.50.} 


This work is presented to us in its first Eng- 
lish translation (in fact it has never appeared 
in any other language but German before this). 
It was originally published in 1923 when the 
late Paul Schilder was a privat dozent at the 
University of Vienna. It was intended as an 
introduction to psychology for physiciarts and 
advanced students of medicine. It is presented 
here not as a historical document, but because 
of its inherent value which time has not only 
not dissipated, but has not quite caught up. 
One can only agree with Rapaport that “it rep- 
resents the sweep of the most catholic thinker 
in the ‘history of psychiatry.’” The translator 
justifiably feels that the work can give a broad- 
er frame of reference than any other available 
volume to psychologists, psychiatrists and 
analysts. 

Schilder gives us a broad selection of both 
clinical and experimental data and concepts. 
Many of them new then and still new and 
interesting today. Schilder was one of the first 
to try and utilize Freud’s views. It was Schil- 
der’s contribution to relate observation and 
theory in neurology and psychology. His was 
the first and still remains one of the outstand- 
ing contributions to a dynamic, inclusive weld- 
ing of organic neurology and _ psychological 
data into a more unified, workable whole. 

The work is not easy reading, it remains 
(like all of Schilder’s writings) loose, at times 
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incomplete and haphazard in thinking out cer- 
tain lines of concepts. He had to rush on to 
the next. This in a field which is notorious!, 
indefinite and subtle, doesn’t make for popv- 
larity or pleasurable reading. Nonetheles 
Schilder’s near genius was fertile, powerful an.1 
suggestive and there is much gold left to be 
mined that he merely indicated. 

This volume does not contain the last of iss 
seven sections (that on Affect and Experien ¢ 
which it contained in the original). In view 
of that section’s diversity of topics in thirty 
pages—it is just as well left out. To compen- 
sate us, the translator has also acted as editor 
and added extremely valuable footnotes bring- 
ing Schilder’s pages up to date as to concepis, 
bibliography and evidence. His introduction is 
very valuable and useful as a guiding star. 
Rapaport has also added his own paper on 
“Paul Schilder’s Contribution to the Theory of 
Thought Processes’—which is a good sum- 
mary and review of Schilder’s work in this 
area. The bibliography has been expanded 
and brought up to date. 

No short review could hope to begin to do 
justice to a work covering this large area. A 
mere indication of the chapter headings will 
give the reader a taste of what it contains: the 
theory of perception; action and language; 
memory; drives, will, and action; ego and per- 
sonality. To the admirers of Schilder, this 
book will be a truly happy addition to his 
works available in English. To those who ap- 
proach him for the first time, one can only envy 
the surprise in store for them who meet this 
mind for the first time. We are most grateful 
to translator and publishers. 

JOSEPH ZINKIN 


Slavson, S. R., CHILD PsYCHOTHERAPY. [New 


York: Columbia University Press, 1952. 

Pp. xiii + 332. $4.50.]} 

Slavson is quite well known to most of our 
readers as an authority on group psychotherapy 
with children. Director of the group therapy 
program at the Jewish Board of Guardians, he 
has been a pioneer in this field. In the present 
volume he has undertaken a more complete and 
systematic picture of the socially maladjusted 
and emotionally disturbed child under the age 
of twelve. It is basically a clinical study with 
the main stress on the treatment process. 
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Slavson views the child in the total setting 
in which he must necessarily grow. Social and 
cultural factors weigh heavily in the balance 
and are more clearly operative than in the 
alult. The positive and negative forces of the 
tctal environment shape and condition the 
child as much as do his inner bio-psychological 
drives. Thus the book is divided into three 
parts: development, psychopathology, and the 
longest and most valuable part, that on psycho- 
therapy. The first two parts are acceptable 
presentations of the essential facts and formu- 
lations as we know them. There is more than 
adequate evaluation of the familial tensions 
under which any child operates. 

After some four decades of work, and twenty 
years of clinical experience, it is obvious that 
what the author has to say about therapy of 
children (using basic Freudian tools, and modi- 
fying the techniques as needed to children) is 
eminently deserving of careful study. 

The underlying feeling of the author, who 
speaks of the “psychotherapist” is that social 
workers, psychologists, and others, as well as 
psychiatrists should and can be trained to work 
with children. Much of what he says is di- 
rected to non-medical people in training or 
practice. There is an example of the treatment 
of a neurotic boy with organic defects which 
illustrates the author's techniques and approach. 
Such a case would be appropriate for a non- 
medical therapist. The book is certainly a solid, 
reliable, and very adequate introduction to the 
problem of treating children regardless of what 
particular theoretical bias the reader may have. 
There is an excellent index for this well printed 
and carefully edited publication. 

JOSEPH ZINKIN 


Steinfeld, Julius I. THERAPEUTIC STUDIES ON 
PsycHotTics. [Des Plaines: Forest Press, 
1951. Pp. viii + 262.} 


The author presents in this text two papers 
rewritten from presentations to the Psycho- 
analytic Society of Chicago and the Illinois 
Psychiatric Society, together with two shorter 
discussions apparently from research work. In 
his Preface Steinfeld meets an obvious criticism 
when he states that the topics seem to be with- 


out connection. He feels the fact that they 
developed from his therapeutic enthusiasm and 
that they illustrate his conviction that if one 
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method fails, another must be tried ties them 
together. A nutshell summary of the book is 
that it sums up the author's personal methods 
of treating psychotics. 

The first paper deals with the theory that 
an abolition of conventional methods in a 
therapeutic situation will better establish true 
interpersonal relationships, the elements of 
which are transference and countertransference. 
The approach is dogmatic in that the author, 
to a large degree, states precisely what he does, 
but he recognizes this situation and stresses his 
realization that his theories are hypothetical. 
Mostly the chapter is a series of cases, fourteen 
in all, and he details his method of handling 
them. This section is concluded with an epi- 
logue on the Pygmalion concept, in which he 
traces his techniques back to his early training 
and evaluates his methodology. 

The second section shifts into modified meth- 
ods of electroshock therapy, and begins with 
the therapeutic import of shock treatment. The 
author employs pentothal as a preventative to 
the developing fear of treatment occurring in 
some cases, and stresses the economic gain to 
the patient of ambulatory, week-end shock. He 
also emphasizes the need for proper psycho- 
therapy, and illustrates his approach with more 
cases. The second part of this discussion is 
primarily statistical and he gives his results in 
500 cases. Individual psychoses are discussed, 
and short case examples presented. The author 
rightly emphasizes the need for variation in 
treatment, stressing that the method or com- 
bination of methods to be used should be 
unique in each case. 

The third chapter is an intriguing one, deal- 
ing with the restricted use of male sex hor- 
mone for chronic female psychotics, the author 
in this instance using varying doses of testoster- 
one propionate. He presents the cases of fe- 
male psychotics and states a number of patients 
have benefitted. He stresses that symptoms are 
alleviated only and does not claim cures, but 
feels difficulties of adjustment in some chronic 
female patients are overcome. 

The last chapter deals with the therapeutic 
value of acidosis in the treatment of psychotics, 
and presents a series of studies based on blood 
pH findings in cases receiving a variety of 
electroshock therapies. He reports 56 cases, 
giving a few in detail. 





140 

Steinfeld’s final hope is that ‘‘ “Therapeutic 
Studies’\—incomplete and speculative as they 
are at times—will aid in the improvement of 
our present-day methods, and that other work- 
ers in this field may find these contributions 
valuable and helpful.” This reviewer would 
agree with the hope, but throughout the vol- 
ume the question of Why is this a book? keeps 
recurring. The last two papers certainly should 
be published in the journal literature and the 
first two alone hardly merit being bound as a 
volume. With the tremendous number of 
books appearing in the field, one wishes that 
material such as is included here could be 
pared to the bare bones for rapid assimiliation 
and the data presented in synopsized form in a 
current journal. The working formulations of 
the author are sound, but aside from a few ex- 
perimental observations, no really new thera- 
peutic material actually is evolved. 

Doucias M. KELLEY 


Strecker, Edward A., M. D. FUNDAMENTALS 
OF PsycHIATRY, Sth Ed.  [Philadelphia: 
Lippincott, 1952. Pp. xiii + 250. $4.50.} 


This fifth edition has been widely re-edited 
and many sections rewritten in an attempt to 
appeal directly to general practitioners and 
workers in every area of medicine and surgery. 
The author feels that these physicians should 
and must treat great numbers of patients suffer- 
ing from psychoneurotic and psychosomatic 
disabilities. He stresses the fact that 60% 
of the everyday practice deals with the clinical 
expressions of unconscious and unsolved emo- 
tional conflicts, and has therefore rewritten the 
chapter “Psychosomatic Medicine and Psychi- 
atry”, and added a chapter on psychotherapy. 
The text follows the structure laid out in the 
earlier editions, beginning with a good chapter 
on the history of psychiatry, and moving then 
into general etiology, classification and methods 
of examination. These sections are simply 
written with sufficient material to make them 
worthwhile to the beginning student. The sec- 
tion on history taking is of particular value. 

The author next takes up the basic psychoses 
and then the psychoneuroses. He includes the 
psychoneuroses in a chapter with functional 
psychoses in an attempt to emphasize the non- 
structural bases of both. This may prove con- 
fusing, although he later attempts to differen- 
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tiate the psychoneuroses from the psychose 
He then takes up psychosomatic medicine an 
defective reaction types, and then introduc. 
the new chapter on psychotherapy, which 
primarily a summary of available methods witl 
out specific emphasis on any basic techniqu 
He defines psychotherapy as 

“Psychotherapy is any honest treatment measur 
emerging from the relationship between patient an 
doctor, which improves the understanding and tl 
attitude of the patient toward self, toward his illne 
and toward his environment.” 

This chapter is a well rounded discussic i 
and should solidly introduce the beginner ‘> 
the field. 

The section on Psychiatry and War and on 
reconstruction is taken from the author's vast 
experience in this field, and he concludes with 
a discussion on the Nurse and the Psychiatric 
Patient, which is short but of value to a be- 
ginner. A Glossary and Index make the book 
more workable, and for the general practitioner 
or the student, this text presents a concise sum- 
mary of the useful knowledge in the field to 
date. 

Douc as M. KELLEY 


Sullivan, Harry Stack, M. D. THE INTERPER- 
SONAL THEORY OF PSYCHIATRY. [New 
York: W. W. Norton & Co., Inc., 1952. 
Pp. Xviii + 393. $5.00.] 


Sullivan’s was a keen (often accusing) and 


pregnant mind. In his later years, he im- 
pressed one as being more of a sociologist than 
a psychiatrist. Nothing he wrote and none of 
his lectures were ever without considerable 
value once one had gotten by his personal 
terminology, his atrociously complex style of 
writing (less marked in his lectures) which 
make it often a chore to read him. His ardent 
friends and disciples have given us in the pres- 
ent volume the first book from his unpublished 
lectures. The book has been limited mainly to 
a series of lectures which he gave in the Wash- 
ington School in the winter of 1946-47 and 
represents the last complete statement which he 
made of his concepts of psychiatry. These |.c- 
tures were recorded. Footnotes incorpor.'¢ 
most of the new material which appeared in ‘/1¢ 
unfinished lectures which he began in 19 3. 
His notebooks have been called upon. ‘1 1¢ 
parts of his lecture series devoted to the w: *k 
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of ‘he psychiatrist have been omitted and will 
be published in a separate volume. 

‘he present volume is divided into four ma- 
jor parts. First, in the introductory concepts, 
we are given Sullivan’s meaning of the devel- 
op: ental approach, his definitions (extremely 
im, ortant in understanding him), and his pos- 
tul.tes. The second part on developmental 
epochs, he traces the development of the psyche 
fron infancy through late adolescence. This 
pai: consisting of 250 pages is more than half 
the book. Part three, discussing patterns of in- 
adequate or inappropriate interpersonal rela- 
tions, represents Sullivan at his best and most 
disiinctive. It is in this area that he had per- 
haps been most fertile and impressive. Here 
he is truly most original. A short final part 
on “Towards a Psychiatry of Peoples’ gives a 
Sullivan who is more prophet than psychiatrist. 
Here he is least helpful, the sociologist out- 
weighing the medical man. It would be super- 
fluous at this late date to review Sullivan's 
theories—only too well known. This much 
can be said for this work. It gives us the 
author’s views in their last (not final, since he 
was never final, always revising) formulation. 
No better way of learning what he had to offer 
exists than a careful, patient, and sympathetic 
treading of this book. It is a fair systematiza- 
tion of his latest thinking. 

JOsEPH ZINKIN 


Tinbergen, N. THE STUDY OF INSTINCT. 
[London: Oxford Press, 1951. Pp. 228. 
$7.00.] 


As an indirect contribution to psychiatric 
theory by an outstanding authority on animal 
behavior this book is in a class by itself. The 
author, who is originally from Holland, is now 
lecturer at Oxford University. One of his aims, 
as explained in the preface, is to call the at- 
tention of Anglo-American workers to research 
done on the European continent, most of it 
published in German, and largely unknown to 
English and American science. Another aim 
is to link ethology, defined as the objective 
study of behavior, with neurophysiology. 

Drawing freely on the work of others as 
complementing and corroborating his own, Dr. 
Tinbergen has presented a mechanism of in- 
stinct in which the successive activity of differ- 
ent levels of nervous integration is stressed as 
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of paramount importance. He posits two com- 
ponents of instinctive behavior—the one appe- 
titive, which is variable, adaptive and purpos- 
ive; the other consummatory, which is stereo- 
typed and represents a lower level of nervous 
organization. The transition from higher to 
lower centers is brought about by special sign- 
stimuli which are necessary first to release the 
various steps in the appetitive or striving phase, 
these becoming more stereotyped as they pro- 
ceed; and finally to release the consummatory 
act itself and bring the impulse to an end. 

This concept of a hierarchical organization 
of instinctive activity involving a “stepwise 
descent” from variable to rigid behavior pat- 
terns is illustrated by examples chiefly from the 
nesting, sexual and fighting habits of birds and 
fishes. But the principle is offered as apply- 
ing wherever innate instinctive patterns are 
activated. Even sleep is considered as coming 
under the heading of instinct, having a hypo- 
thalamic origin and a special kind of appe- 
titive phase of its own, directed toward attain- 
ing an appropriate situation. 

Instinctive patterns are considered as con- 
tinuously primed, that is to say, prepared to 
come into action, and an Innate Releasing 
Mechanism (IRM) is postulated. This means 
that each pattern is strictly dependent on a cer- 
tain set of sign stimuli, and implies a special 
neuro-sensory mechanism that releases the re- 
action. 

When the sign stimuli required for the con- 
summatory act of any instinct are not forth- 
coming it may happen that the only open path 
is to the continuance of appetitive behavior 
(such as swimming around, waiting for an- 
other male to be fought or a female to be 
courted or nest material to be used in build- 
ing). On the other hand, such lack of stimu- 
lation leads under some conditions to displace- 
ment activity which is always an innate pat- 
tern (usually incomplete) belonging to another 
instinct. This is particularly the case where 
there is strong motivation of a drive (most 
commonly the sex drive) brought to a halt be- 
cause the external stimuli requisite for the final 
stages fail to appear. 

Another situation which leads to displace- 
ment activity is conflict between two strongly 
motivated drives. Thus the curious threat pos- 
ture of the male stickleback, which is actually 
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a modified digging movement and part of the 
nesting pattern, is resorted to, as the author 
has shown experimentally, when the incom- 
patible impulses of attack and escape are in 
exact equilibrium. 

The subject of displacement is effectively 
illustrated by a page of drawings representing 
16 different varieties of this reaction. 

A few displacement activities of man are 
mentioned at the very end of the book, leaving 
the subject thrown wide open for further in- 
vestigation. 

Among the many other concepts that have 
a direct application to human behavior, the 
following two, both of them only briefly touch- 
ed on, seem to this reviewer of special signifi- 
cance. (1) Supernormal sign stimuli: Under 
this heading some experiments are recorded 
which show the remarkable fact that certain 
birds, when given a choice between their own 
eggs and others that are larger, or more highly 
colored, or more numerous, show a decided 
preference for the latter. In other words, it is 
sometimes possible to offer stimulus situations 
that are more effective than the natural situa- 
tion. Whether the reaction of these birds to 
supernormal sign stimuli has ever been ob- 
served in their natural environment the author 
does not say. (2) The Inserted Link: This 
concept is introduced as an essential part of 
social cooperation under the heading “‘Activi- 
ties of Advantage to the Group.” The term 
is used to signify the factor of communication 
which is inserted between the perception (of 
food, danger, mate, etc.) and the ultimate 
adaptive response. The extra link is a kind 
of signal system, and serves to release a 
response in one or more other individuals. 
It can instigate escape behavior through cries 
of warning to the group, etc.; it is present in 
all sexual behavior, as coloration, display, pos- 
turing, etc.; and it is obvious in the begging 
movements and calls of young birds. 

In a certain sense, as the author claims, the 
“inserted link’”’ is a new feature, and deserves 
special attention. In line with this idea a 
study of human language as an inserted link 
might well be undertaken. 

There is a chapter in the book on the in- 
ternal factors responsible for the spontaneity 
of behavior (as hormones, internal stimuli, in- 
trinsic impulses, etc.) and two chapters on be- 
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havior as a reaction to external stimuli. ‘The 
influence of the external factors is explained 
as superimposed on that of the internal fac- 
tors. Usually the latter do not by themselves 
evoke the overt response, but merely determine 
the threshold of the response to the external 
stimuli. Exceptions to this occur, however. as 
shown by ‘vacuum activities” where the in- 
ternal drive is powerful enough to break 
through as motor response without the pres- 
ence of releasing stimuli. 

This study of instinct is an extension 0: a 
series of lectures delivered in New York in 
1947 under the auspices of the American Mu- 
seum of Natural History and Columbia Uni- 
versity, and is presented as a programme for 
further investigation rather than an exhausiive 
treatise of results. Considering this and the 
variety of angles from which the subject is dis- 
cussed, the author has developed a remarkably 
coherent and extremely interesting picture of 
innate behavior. Particularly noteworthy is the 
fact that this is the first time an organization 
of the problems that relate to instinct has ever 
been attempted. Nina BULL 


Tredgold, A. F. MENTAL DEFICIENCY. 8th 
ed. [Baltimore: Williams & Wilkins, 1952. 
Pp. 545. $7.50.] 

This is an up-to-date, revised edition of a 
reliable text book upon the subject of mental 
deficiency by a man long recognized as an 
authority in the field. The first edition of this 
work appeared in 1908 and the fact that it has 
run through the eighth edition is testimony to 
its usefulness and appeal. The present volume 
has been revised rather fully and the chapter 
on etiology has been largely redrafted. 

Beginning with a chapter on the nature of 
mental deficiency, the author proceeds through 
a discussion of etiology, psychology and path- 
ology and the physical characteristics of amentia 
in subsequent chapters. Feeble-minded children 
and adults are discussed adequately and with 
the understanding of a physician thoroughly 
familiar with his specialty. 

The chapters upon the clinical varieties of 
primary amentia and secondary amentia will 
repay the reader interested in the subject and 
the chapter dealing with “idiots savants” is of 
general interest. 

When the author gets into the field of 
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moral deficiency and the psychological basis 
of misconduct, some readers will part company 
with his philosophic orientation but his ideas 
deserve a hearing. In a discussion of the num- 
ber of criminal aments, a subject which occu- 
pies the courts and the public press at regular 
intervals, the author makes the statement (page 
37) that he is of the opinion “that the pro- 
portion of criminals who are mentally defective 
is probably not much less than 10%”. 

In regard to the treatment of aments (chap- 
ter XX), the author finds little help from the 
use of glutamic acid or thiamine and, while in 
no way a therapeutic nihilist, he states categor- 
ically that there is no drug or medical treat- 
ment that will cure primary mental defect and 
he believes this fact should be emphasized. His 
emphasis is upon training of these patients 
and general experience has borne out his 
beliefs. 

The book in all is well worth reading and 
parenthetically it is good to know that a 
younger Tredgold is following the path and 
interest of his well known father. 

FRANCIS J. BRACELAND 


Vanderveldt, James H., Ph.D., O. F. M., and 
Robert P. Odenwald, M. D. PHYSHIATRY 
AND CATHOLOCISM. [New York: McGraw- 
Hill, 1952. Pp. 433. $6.00.} 


This is an important book, written by a 
Franciscan Priest and a psychiatrist, and it 
marks an attempt to find the points of agree- 
ment between Catholic philosophy and modern 
psychiatry. It treats of subject matter of great 
interest to the theologian as well as the psy- 
chiatrist. 

There are chapters entitled Person and Per- 
sonality, The Moral Law, Conscience and 
Responsibility, The Psychological Method, 
Scrupulosity, in addition to the various chap- 
ters on psychiatric entities. Difficult subjects, 
such as homosexuality, impotence, frigidity, 
etc., are treated from a scholastic standpoint 
and in general one concludes that there are few 
points of difference between scholastic con- 
cepts and modern psychiatry. The differences, 
when they do occur, are apparently in the phil- 
osophy which accompanies some of the pre- 
ent-day concepts. 

Much of the material is well done. In the 
treatment of the psychoses the authors are a 


little out of date, which is understandable. 
Aside from that, however, there is a broad, 
middle-of-the-road approach to psychiatric 
problems, apparently with a full knowledge 
of the beliefs of various schools. The chapter 
on scrupulosity is noteworthy, as, in fact, are 
most of those which are of philosophic nature. 
One would not necessarily agree with some of 
the notes on treatment, but there is nothing 
which can be objected to from a scientific 
standpoint. 

There is an interesting chapter entitled 
Psychiatry and Religion which sets forth the 
Catholic objections to some psychoanalytic con- 
cepts. The tone is moderate and the treatment 
is fair and it is obvious that there is a desire 
for rapprochement between the various ideas 
which are abroad in modern clinical psychiatry. 
The book fills a need and can be recommended 
to anyone who is interested. It will make good 
reading for any educated person. 

FRANCIS J. BRACELAND 


Walshe, F. M. R. DisEASES OF THE NERVOUS 
SysTEM, 7th Edition. [Baltimore: Williams 
& Wilkins Co., 1952. Pp. 365. $5.50.] 


The author of this work, in addition to being 
one of the world’s leading neurologists, is a 
scholar and a philosopher whose medical writ- 
ings and lectures are in demand. The fact 
that this text book has already gone through 
six editions since 1940 is insurance that this, 
the seventh edition, will be most welcome. 

There is a lack of pretentiousness about the 
book. It is what it sets out to be—a simple 
text book written for practitioner and student. 
It leaves out nothing which is basic in its sub- 
ject matter and the author has the courage not 
to overburden it with accessory information 
simply to achieve the illusion of completeness. 

Noteworthy in its simplicity, the material is 
set forth clearly in good English with a mini- 
mum of jargon and a dearth of‘eponymous 
signs and syndromes by means of which enter- 
prising clinicians stake out their claim, as it 
were, upon the human body”. There is new 
material in this edition, upon disseminated 
scleroses, poliomyelitis, and the various aspects 
of treatment which have come to the fore in 
recent years. 

This reviewer does not agree with Doctor 
Walshe in his considerations of the psycho- 
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neuroses and almost wishes he had not included 
that chapter in this excellent work. Agree or 
not with it, -as we choose, the author's treat- 
ment of the subject is good as he sees’ it. Were 
we to admit his initial premises on the subject, 
we could naturally follow him even in this 
chapter. 

The book is a fine exposition of the subject 
and will be found quite useful for the practi- 
tioner who needs to learn the elements of clin- 
ical neurology without poring through a tome 
to accomplish this need. 

FRANCIS J. BRACELAND 


Walter, W. Grey. THE LivinG Brain. [New 
York: W. W. Norton & Co., 1953. Pp. 
311. $3.95.} 


Dr. Grey Walter, a Cambridge physiologist, 
has pioneered some important developments in 
the field of electroencephalography in England. 
His name is very well known to people working 
in this area. It is from him that we have here 
in this book the first effort of ‘‘popularization”’ 
(uses in the best sense, 4 la Eddington) of the 
tremendous advances of the last twenty years 
in our knowledge of the mechanics of the 
brain. Professional workers in medicine, as 
well as everyone interested in the mysteries of 
the “master of destiny’ will find this work not 
only illuminating, but what is even more rare, 
accurately scientific. At the same time, it is as 
fascinating as a novel. The author has a very 
real facility for and an unusual gift of expo- 
sition.. With a minimum of speculation, he 
has written an exciting book in a field where 
such writing tends to be rather dull and 
pedestrian. 

The author begins with a history of the evo- 
lution of the brain. He goes on to tell the story 
of Berger’s invention and the eventual perfec- 
tion of the E. E. G. machine. He discusses, 
analyzes, and vivifies the results of this work— 
on memory, vision, fatigue, sleep, hypnotism, 
disease, and diagnosis. There is a rather difh- 
cult chapter on electrical brains and the ‘‘toys” 
containing them which he has invented to 
demonstrate his theories of brain mechanisms 
and learning. Whether this chapter would be 
comprehensible to the general reader is very 
doubtful, but it is certainly most intriguing to 
the psychiatrist, neurologist, and psychologist. 
There is included the best discussion of the 


“flicker phenomenon” on brain waves that tl 
reviewer has read. He links this with a sp- 
cific variation in the mechanisms of learnin: 

There is an exposition of the mental expec: - 
ences of the subjects under this phenomen: : 
which is of great interest to the psychiatr:-t. 
The author notes organized hallucinations, fe |- 
ings such as fatigue, confusion, fear, disgv. 
anger, and pleasure are elicited by this exp: -i 
ence. Walter makes an important point 
stating that the “alpha rhythm is a process 
scanning—searching for a pattern—which 
laxes when a pattern is found.” This is ani i 
gous to some devices used by electronics . ::- 
gineers. He is even tempted to develoy a 
theory of scanning as the final stage of all s.a- 
sory processes, 

The author's attempts to extend E. E. G. 
findings into the field of personality types strike 
this reader as the weakest and least valuable 
aspect of a volume that carefully resists going 
too far beyond the experimental evidence. All 
in all, this is an extraordinarily fine piece of 
work in a difficult field which one would never 
suspect could be made as interesting as it has 
been made by Dr. Walter. It is a rare gift, 
indeed, that can produce such a fine piece of 
scientific exposition. It recalls the excitement 
of H. S. Jennings’ work for the general reader 
in the field of genetics. 


y 
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JOSEPH ZINKIN 


Wepman, Joseph M. RECOVERY FROM 
ApuHasiA. [New York: The Ronald Press 
Co., 1951. Pp. xii + 276. $4.50.} 


This text, as Wendell Johnson points out in 
his Foreword, is a long awaited book, since it 
represents a coordinated team attack on the 
problem of treatment of aphasia. The author 
defines the aphasia therapist: “In certain frames 
of reference it may be the speech pathologist, 
who sees his task as a re-education of the pa- 
tient’s speech abilities. Or it may be the clin- 
ical psychologist, whose orientation is largely 
psychotherapeutic and who visualizes re-estab- 
lishment of the patient’s personality as the 
greatest need. It may be the special educator, 
whose techniques in developing new learning 
are called upon to guide the recovery proccss. 
So, too, the physiotherapist, the occupational 
therapist, the neurologist or psychiatrist or { im- 
ily doctor or nurse of the over-all team 0! re- 
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habi\itation may each in the exercise of his or 
her specialty be considered an aphasia thera- 
pis’ This broad spread emphasizes the ap- 
pro ch of the book, which utilizes all methods 
anc techniques in a frontal assault on this ex- 
ten. ve problem. 

’-4e book is divided into three sections, the 
firs dealing with the nature of aphasia. Here 
on’ enough information is given for the be- 
gin .er to understand the simplest neurological 
fac ts of the problem, and the section is a 
sur.ey of the work of the early investigators 
anc the further work of Jackson, Goldstein, 
Hed, Halstead and many modern investigators. 
A chapter on the nonlanguage characteristics 
of iphasias covers some of the work of Hal- 
stead, Rorschach evaluations and Army find- 
ings. Personality characteristics are discussed. 
Finally, there is a chapter on nomenclature, 
which is exceedingly handy in that a table of 
comparative terms introduced by varying stu- 
dents in presented with good clarity. 

The second edition of the book deals with 
the developments during World War II, stress- 
ing the work at De Witt General Hospital, and 
the Aphasia Center there. Effects of training 
on aphasics and other areas of research, such 
as IQ and aphasia, use of school teachers as 
instructors, methods of re-training and other 
results, are presented. 

The last part of the book deals with aphasia 
therapy and therapists, and begins with a dis- 
cussion of the author’s working theory. He 
looks at the aphasic as a total individual and 
discusses re-education of the whole person. This 
concept controls the working principles of ther- 
apy, since it requires planned psychotherapy 
throughout the entire program. Goals of ther- 
apy are conceived as dual achievements—a 
long-term eventual goal and immediate, short- 
term, day-by-day goals. This approach is 
singularly effective, since it helps prevent the 
depression frequently occurring when a patient 
is unable to achieve the long range goal in a 
brief period. 

The atmosphere of the treatment center, self- 
concepts of aphasic adults and early training 
method are also considered. A chapter on the 
professional aphasia therapist stresses the need 
for neurological training and psychological 
grounding. The role of a speech pathologist 
is delineated and it is stressed that a profes- 
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sional therapist should be a combination of 
these experts and an educator as well. The 
author feels that individuals working as a team 
can contribute these specialties, and emphasizes 
the tremendous need for centers where such 
experts are available. Practically, however, he 
faces the problem that a single therapist fre- 
quently must carry the load, and suggests train- 
ing approaches which will tend to accomplish 
this result. , 

There is a chapter on the preparation for 
professional therapy, including history techni- 
que, interviews and examinations. This chap- 
ter presupposes considerable knowledge of 
clinical psychology, and is probably too com- 
plex for anyone not familiar with this field. 
The author then discusses stages of recovery, 
beginning with what he calls the primary 
stage—the phase from brain injury to begin- 
ning therapy, recognizing that the burden here 
falls usually on the hospital staff, nurses, etc. 
The second stage of recovery deals with prob- 
lems of actual patient handling, and here all 
sorts of practical information is packed into a 
short space. Direct therapy, that is, how to 
actually go about it, comes in for several chap- 
ters and this section of the book is certainly 
practical and will be directly useful to the 
student. 

The last chapter has some case material and, 
in addition, there is a bibliography and an 
index of names and an index of subjects. The 
book will be used by workers in this field and 
an attempt has been made to write it in such 
a fashion that it could be of value to relatives 
of aphasic convalescents. As such a volume 
it is probably a little more complex than the 
average relative can assimilate and in making 
the attempt, some technical material has obvi- 
ously been eliminated. A second edition di- 
rected more at the actual therapist with an in- 
crease in technical information would improve 
this text and the author could then well bring 
out a simplified version as a handbook for lay 
persons. 

DoucLas M. KELLEY 


Winter, ]. A. ARE YOUR TROUBLES PsYCHO- 
SOMATIC? [New York: Julian Messner, Inc. 
Pp. 218. $3.50.} 


This volume, written in popular vein, pro- 
poses to “explain fully the seemingly mysteri- 
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ous workings of psychosomatic medicine”. 
The dust jacket of the book identifies the 
author as “‘an enlightened and completely scien- 
tific practicing physician” but on several oc- 
casions in the body of the work he designates 
himself as a psychosomaticist. 

When a reviewer disagrees with as much of 
the contents of a book as this one does at 
present, it is perhaps better to quote a few 
paragraphs and then let the reader decide for 
himself what he thinks about it. I personally 
also disagree -with the author’s ideas of what 
religion, soul, popular illness, homosexuality, 
and anxiety mean and I fear anxiety gets mixed 
up with fear regularly in this opus. 

Here are a few samples of the contents: 

“Is the anxious person trying to die? No, 
we reject that theory; he is trying to live but 
somehow has confused continued living with 
the avoidance of activity. When he can under- 
stand how such a confusion developed, he can 
snap out of it since he doesn’t really want to 
die.” (page 49) 

“The evidence available in terms of what 
we know of human behavior leads us to the 
belief that in the human being anxiety is a 
function that is totally destructive.” (page 52) 

Just two more quotations will suffice, I be- 
lieve: 

“In order for a child to grow to be an adult 
capable of love, the inspiration which comes 
from the warmth and vitality of the sex quality 
in the parents’ must be known. Parents need 
not worry that this might lead to incest—it 
cannot.” (page 109) 

Finally, anent the bickering of man and 
wife, the author tells us: 

“One way to minimize the ill feelings and 
clear the atmosphere is for them to have a 
little quarrel for a few minutes or so; then by 
mutual agreement they repeat the quarrel but 
this time with the man saying all the things 
the wife said and the wife making the remarks 
her husband made. In most cases a few min- 
utes of this reversal of role leads to a recogni- 
tion of the ridiculousness of it all and the 
tension of the scene dissolves in laughter.” 
(page 215) 

This gives one a general idea of the contents 
of the volume. 


FRANCIS J. BRACELAND 
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Wisdom, John Oulton, THE UNCONSCI\Us 
ORIGIN OF BERKELEY'S PHILOSOPHY. ‘the 
International Psycho-Analytic Library, No. 
47. {London: The Hogarth Press, 1953. 
Pp. XII + 244, 25 shillings. } 


Mr. Wisdom is a philosopher and teac er 
of philosophy who has been working in his 
own field but applying psycho-analytic thc ory 
and techniques to the problems of philoso:hy 
and philosophers. Many of his papers hive 
appeared in the International Journal of 
Psycho-analysis. It is his avowed purpose ‘to 
interest analysts in philosophy which is per- 
haps the strangest of all creations of the hu- 
man mind, and to interest philosophers in 
psychoanalysis.” This particular volume also 
aims to give a full exposition of Berkelcy’s 
metaphysics utilizing recent scholarship. 

The book is divided into three parts: the 
first, an exposition of Berkeley's philosophy; 
the second, a short life of the English philos- 
opher; and the third, an interpretation of the 
origin of the philosophy from the point of 
view of the unconscious and psycho-analysis. 
It is the third part which is of prime interest 
to psychiatrists. The notes that philosophy is 
the last refuge open to myth (though not 
necessarily every kind of philosophy is im- 
pregnated with it). Nonetheless, ‘the analysis 
of a philosopher does not in itself refute the 
philosophy.” This can be equally said of art 
and the artist. Berkeley’s philosophy might be 
summed up as “‘theocentric phenomeralism and 
denial of matter: and from this he never 
swerved.” 

In interpreting the unconscious elements in 
the origin of Berkeley's philosophy, Profes- 
sor Wisdom notes that the philosopher did 
not get married till he was 43 years of age, 
and then at the same time he developed a be- 
lief in the magical and curative powers of tar- 
water. The unconscious elements of this state 
of affairs and Berkeley's philosophy goes 
something like this: 

The philosopher felt that he had a poison 
inside himself, clogging and destroying him. 
Matter symbolized poison in the external 
world. Tar-water cleansed internal poisons as 
his principle of Esse percipi cleansed matter 
from the external world. Thus there was a 
shift from the poisonous (matter) element: of 
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the external world to a fear of internal poison 
(hypochondraisis )—-which occurred in middle 
life. To eliminate matter from the external 
world meant to preserve God. (Berkeley's un- 
conscious fear of turning God into matter or 
poison). Berkeley did not realize that he 
waned to turn God into a poison. There was 
deep, unconscious guilt against which he 
fought by a denial of matter. Later in adult 
life Berkely felt faices were poison. There 
was obviously an identification of Berkeley with 
God. The author discusses many other points 
of Berkeley’s life history which would be too 
involved to attempt to summarize. The specula- 
tions are no more unreasonable than Berkeley’s 
attempt to deny matter. It is certainly not 
possible to explain the metaphysics of the 
philosopher on any but such unconscious 
grounds. The motivation to deny the obvious 
(even philosphically) are due to deeply 


grounded emotional factors. Wisdom writes 
extremely well, and handles a difficult problem 
with a sense of proportion, Whether it is 
well grounded analytic interpretation can be 
left to the reader's determination. The whole 
volume is fascinating as a rather unique at- 


tempt to analyse a rather unique philospher. 
JOSEPH ZINKIN. 


Wolff, Werner, THE DREAM—MIRROR OF 
CONSCIENCE. [New York: Grune & Strat- 
ton, 1952. Pp. vi + 348. $8.50.} 


The author launches his discussion of dreams 
on the hypothesis that ‘‘dreaming and thinking 
are not completely different in structure but 
are different only in degree, form of com- 
munication, and emphasis of the same thought 
contents in the waking state.’’ He feels “that 
the dream is not a divider but a synthesizer 
of thoughts,” and the “dream becomes the 
expression of the unity of personality.” He 
further believes that “the dream mirrors not 
only that which life denies to us but also that 
which we deny to life.” 

He begins his formal discussion along these 
lines with a study of the dream and history, 
beginning with the work of Malinowski and 
Lincoln with primitive dreams and quoting 
freely from the anthropological literature for 
his examples. He takes up next dreams in the 
ancient Orient and in the Bible, Roman, Greek 
and Medieval concepts, and the theories cur- 


rent in the 19th and 20th Centuries. He con- 
cludes with a discussion of post-Freudian inter- 
pretations, including summaries of the approach 
of Alder, Jung, Stekel and Rank. This section 
is obviously too short for comprehensive cov- 
erage, but will present to the beginner a really 
good, quick survey of the historical part of 
this problem. The author concludes his section 
with some of the better known psychological 
experiments, and a brief discussion on objec- 
tions to dream interpretations. 

Part II deals with the dream and motive, 
taking up the relationship of thinking, day 
dreams and reality to dreams, and then enter- 
ing a discussion of dream types. Here the 
author presents some comparisons on dream 
characteristics which yields some interesting 
data concerning dream situations, positive and 
negative attitudes, etc. 

Recurrent dreams are next discussed, with 
childish dreams highlighted, and then the old- 
est known dream series written in cuneiform 
characters and dealing with the dreams dreamt 
by Gilgamesh in the Babylonian epic are sum- 
marized. Interpretations according to Freud's, 
Adler's, Jung’s and Steckel’s views are made, 
and then the dream series is analyzed in detail 
according to the author's own technique. This 
use of the dream series during psychotherapy 
now comes in for discussion, and then a series 
of dream patterns, extending over many years, 
taken from diaries or other literary sources are 
considered. The dreams of Friedrich Hebbel, 
Descartes, Freud and Turgenev are considered 
in detail and give a fairly good portrayal of 
the author’s approach to the interpretive prob- 
lem. 

In Part III, Dream and Decision, the au- 
thor begins by considering the problem of 
values in relation to man’s behavior and sug- 
gests that, “In his sleep when man cannot 
escape from the questioning of the meaning 
and the value of his life, his mind will struggle 
to find an answer.” The author feels that in 
his dreams man is able to use a language of 
symbols, lost in the waking state and that he 
uses these symbols to recapture the real no- 
tions of value of his existence. He believes 
the fantasy of birth and the fantasy of death 
leading to the questions of Where did I come 
from? and Where am I going?, when added 
to the question, How am I living now? are 
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the three essential issues dealing with past, 
future and present which man utilizes his 
dreams to deal with. He gives a series of 
cases depicting this notion, dream material and 
associations obtained by his experimental tech- 
nique. This section of the book gives again 
a pretty fair summary of the author's approach 
and he adds interpretive summaries, illustrating 
his methods. 

The final part of the book deals with dream 
and theory, and here problems of conscience 
and guilt are first considered. Creative action, 
basic antinomies and stereoscopic images are 
briefly considered, and the question of reality 
and purpose of dreams together with the 
symbolic language is considered. He finally 
concludes with a discussion of the principles 
of dream synthesis, which is a specific outline 
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of his own dream techniques laid out in : um. 
bered sentences so that even a beginner nay 
understand. The technique primarily is -en- 
tered around the use of the dream images and 
their associations, given much as in a \ ord 
association technique. The presentation o: the 
material in this chapter makes interpret: ion 
appear much more simple than it reall is, 
and perhaps the major criticism of the w ole 
book is the author’s relatively finite asser: ons 
that this is the only valid discussion on d: :am 
interpretation. Certainly his approach is in- 
teresting, although not always new, and the 
book should be productive of conside: ible 
value in that it offers some research techni. jues 
for checking this and other hypothetical fo: mu- 
lations. It is well illustrated, carries an .de- 
quate index, and should be widely read. 
Douc.tas M. KELLry. 
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AMERICAN PSYCHIATRIC ASSOCIATION 


COMMITTEE ON CERTIFICATION OF MENTAL HosPITAL ADMINISTRATORS 
DIRECTORY OF CANDIDATES CERTIFIED By COMMITTEE 


May 


ABEL, SAMUEL E., B.S., M.D. 
Veterans Administration Hospital 
Murfreesboro, Tennessee 


ADAMS, FELIX M., M.D. 
Eastern State Hospital 
Vinita, Oklahoma 


ADAMS, FREEMAN HORNIBROOK, M.D. 
Stockton State Hospital 

Stockton, California 

ANDERSON, ROBERT C., B.S., M.D. 
Veterans Administration Hospital 
Topeka, Kansas 

ANGuS, LESLIE ROBERT, B.A., M.D. 
255 South 17th Street 

Philadelphia 3, Pennsylvania 

BAER, WALTER H., B.S., M.D. 
410 Main Street 

Peoria, Illinois 

BAGANZ, CRAWFORD N., M.D. 
Veterans Administration Hospital 
Lyons, New Jersey 

BARONE, PAUL L., M.D. 

State Hospital +3 

Nevada, Missouri 

BARRETT, JOSEPH E., M.D. 

9 North 12th Street 

Richmond, Virginia 

BARTON, WALTER E., M.D. 

591 Morton Street 

Boston, Massachusetts 

Bay, ALFRED PAUL, B.S., M.D. 
Topeka State Hospital 

Topeka, Kansas 


BEAMER-MAXWELL, ELEANOR H., A.B., M.D. 


Eastern State Hospital 
Williamsburg, Virginia 


6, 1954 


BECKMAN, WILLIAM PETER, A.B., M.D. 
South Carolina State Hospital 
Columbia, South Carolina 


BELINSON, Loults, B.A., M.D. 
1201 South Main Street 
Jacksonville, Illinois 


BILLINGs, EDWARD G., B.S., M.D., 
M.D. Cum Laude 

1820 High Street 

Denver 6, Colorado 

BLAIN, DANIEL, B.A., M.D. 

1785 Massachusetts Avenue, N. W. 

Washington 6, D. C. 

BLASKO, JOHN JOSEPH, B.S., M.D. 

Cedarcrest 

Newington, Connecticut 


BOUNDS, JOSEPH B., A.B., M.D. 
Veterans Administration Hospital 
Jefferson Barracks 23, Missouri 

BouRKE, WILLIAM WHELAN, B.S., M.D. 
Area Medical Office 

Veterans Administration 

Fort Snelling, St., Paul, Minnesota 
BRACELAND, FRANCIS J., M.D., ScD. 

200 Retreat Avenue 

Hartford 2, Connecticut 


BRADSHAW, FREDERICK J., JR., B.A., M.D., 
F.A.C.P. 

Veterans Administration Hospital 

Fort Meade, South Dakota 


BRANNON, Ear P. M.D. 
Veterans Administration Hospital 
Perry Point, Maryland 


BRAVERMAN, AARON Harry, M.D. 
Veterans Administration Hospital 
Bedford, Massachusetts 
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BRINEGAR, WILLARD C., B.Ed., B.Sc., M.D. 
1200 West Cedar Street 
Cherokee, Iowa 


BROWN, PHILIP Noyes, M.D. 
Northville State Hospital 

Northville, Michigan 

BUONICONTO, PASQUALE, B.S., M.D. 
Delaware Colony 

Stockley, Delaware 


CAMERON, DALE C., M.D., M.P.H. 

U. S. Public Health Service 

Washington 25, D. C. 

CAMPBELL, CoyNE, H., M.D., F.A.C.P., 
F.A.P.A. 

Route 4, Box 65 
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Veterans Administration 

Washington 25, D. C. 
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Rogers Memorial Sanitarium 
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National Institute of Mental Health 
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Mansfield State Training School and Hospital 
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DELL Cort, AMERIGO PHILIP, B.S., M.D., 
F.A.P.A. 

Veterans Administration Hospital 

Lexington, Kentucky 


DONAHUE, HAYDEN H., B.S., M.D. 
Department of Mental Health 

State Capitol 

Oklahoma City, Okla. 


DRuBIN, LEsTER, B.S., M.D. 
Veterans Administration Hospital 
Northport, L. I., N. Y. 

DuvAL, ADDISON M., M.D. 
Saint Elizabeths Hospital 
Washington 20, D. C. 


ELLIOTT, GEORGE A., M.D. 
Veterans Administration Area Office 
One Beacon Street 

Boston 8, Massachusetts 


ENGBERG, EDWARD JOHN, M.D. 
Minnesota School and Colony 
Faribault, Minnesota 


EWALT, JACK RICHARD, M.D. 
15 Ashburton 
Boston, Massachusetts 


FARRELL, MALCOLM JosEPH, B.S., M.D. 
Box C 


Waverly 78, Massachusetts 


FECHNER, ALBERT H., M.D. 
Veterans Administration Hospital 
Fort Douglas Station 

Salt Lake City, Utah 


FELDMAN, PAUL EpWarpD, M.D. 
100 Barnard Road 
Manteno, Illinois 


FELIX, ROBERT HANNA, M.D. 
National Institute of Mental Health 
Bethesda 14, Maryland 


FosTER, RICHARD V., A.B., M.D., D.N.B. 
State Office Building 
Albany 1, New York 


Fox, THOMAS HOLLAND, M.D. 
Veterans Administration Hospital 
Fort Meade, South Dakota 


FREEMAN, WILLIAM K., M.D. 
Veterans Administration Hospital 
Gulfport, Mississippi 


GARBER, ROBERT SLOCUM, M.D. 
New Jersey Neuro-Psychiatric Institute 
Princeton, New Jersey 

GERICKE, OTTO L., A.B., M.D. 
Patton State Hospital 

Patton, California 


GEE, ARTHUR MILsaP, M.D., C.M. 
Crease Clinic 
Essondale, British Columbia, Canada 
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GINSBERT, STEWART THEODORE, M.D. 
Veterans Administration Hospital 
Leach Farm Road 

Pittsburgh 6, Pennsylvania 
GLOTFELTY, JAMES S., M.D. 
Veterans Administration Hospital 
Lebanon, Pennsylvania 

GorRDON. J. BERKELEY, M.D. 
New Jersey State Hospital 
Marlboro, New Jersey 

GosHoRN, Roy W., M.D. 
Allentown State Hospital 
Allentown, Pennsylvania 


GRALNICK, ALEXANDER, B.S., M.D., F.A.P.A. 


High Point Hospital 

Port Chester, New York 

GREEN, WILLIAM FREDERICK, M.D. 
Fairfield State Hospital 

Newtown, Connecticut 

GRINKER, Roy R., M.D. 

Michael Reese Hospital 

29th and Ellis 

Chicago 16, Illinois 


HAGOPIAN, PETER B., M.D. 
Danvers State Hospital 


Hathorne, Massachusetts 

HALL, WILLIAM STONE, M.D., F.A.P.A. 
South Carolina State Hospital 

Columbia, South Carolina 


HUTCHINSON, HENRY, M.D. 
Moose Lake State Hospital 
Moose Lake, Minnesota 


HARDGROVE, THOMAS JOSEPH, M.D., F.A.P.A. 


Veterans Administration Hospital 
American Lake, Washington 


HARRIS, RICHARD LAMAR, M.D., F.A.C.P. 
Veterans Administration Hospital 
Montrose, New York 


HASKINS, JOHN LERoy, M.D., B.S. 
Neuropsychiatric Hospital 

Veterans Administration Center 

Los Angeles 25, California 

HAUK, Oscar SPURGEON, M.D. 
Central State Hospital 

Nashville, Tennessee 

HENTZ, ROGER P., M.D. 

Veterans Administration Hospital 
Northport, L. I., New York 


HERMAN, Morris, M.D. 
30 East 40th Street 
New York 16, New York 


Hocror, EMMETT FRANCIS, Ph.B., M.D. 
State Hospital No. 4 
Farmington, Missouri 


HUMPHREYS, EDWARD JACKSON, M.D. 
Norristown State Hospital 
Norristown, Pennsylvania 


INMAN, WILLIAM CHARLES, M.D. 
Grafton State Hospital 
North Grafton, Massachusetts 


ISRAEL, ROBERT HENRY, M.D. 
Warren State Hospital 
Warren, Pennsylvania 


JACKSON, GEORGE W., M.D. 
801 Harrison Street 
Topeka, Kansas 


JONES, GRANVILLE LILLARD, M.D., F.A.P.A. 


Eastern State Hospital 
Williamsburg, Virginia 
Jutta, Mario, M.D. 
Clinica Dr. M. Julia 
Hato Rey 

Puerto Rico 


KETTLE, RONALD Harry, C.M., M.D., 
F.A.P.A. 

Norwich State Hospital 

Norwich, Connecticut 


KLEIN, ERNEST S., M.D. 
750 South State Street 
Elgin, Illinois 


KOHLER, Louis H., M.D. 
5400 Arsenal Street 
St. Louis, Missouri 


LIEBMAN, SAMUEL, M.S., M.D., F.A.P.A. 
225 Sheridan Road 
Willetka, Illinois 


LINDBERG, THEODORE F., M.D. 
Medfield State Hospital 
Medfield, Massachusetts 


Lopez, Louis V. J., M.D. 
Veterans Administration Hospital 
Canandaigua, New York 


MCMAHAN, GEORGE THOMAS, M.D. 
Veterans Administration Center 
Waco, Texas 
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MacEE, HAROLD SINCLAIR, M.D. 
New Jersey State Hospital 
Trenton 8, New Jersey 


MAREN, JOHN J., M.D. 
Matigan Army Hospital 

Ta oma, Washington 

Mitta, Huco, M.D. 

Vererans Administration Hospital 
Co tesville, Pennsylvania 


MI..LER, THEO K., M.D. 
Napa State Hospital 
Imola, Napa County, California 


MUIRHEAD, SAMUEL JOHN, A.B., M.D. 
Veterans Administration Hospital 
Lebanon, Pennsylvania 


MULLINIX, Orr, A.B., M.D. 
State Hospital No. 2 
St. Joseph, Missouri 


NasH, Louis RoGers, M.D. 
Camarillo State Hospital 
Camarillo, California 


Noyes, ARTHUR P., M.D., President, 

American Psychiatric Assn. 
Norristown State Hospital 
Norristown, Pennsylvania 


OBERMANN, CHARLES F., B.A., M.D., M.S. 


1010 Medical Arts Building 
Oklahoma City, Oklahoma 


OsTERHELD, ROGER G., M.D. 
Monson State Hospital 
Palmer, Massachusetts 


OVERHOLSER, WINFIELD, M.D. 
Saint Elizabeths Hospital 
Washington 20, D. C. 


OzaRIN, Lucy D., M.D. 
Veterans Administration 
Washington 25, D.C. 


PATTILLO, ALBERT DIxon, M.D. 
510 Capital National Bank Building 
Austin 16, Texas 


PEFFER, PETER A., M.D., F.A.P.A. 
Veterans Administration Hospital 
Brockton, Massachusetts 


PERRY, HERBERT ALLEN, A.B., M.D. 
49 4th Street 


San Francisco 3, California 


PETERSON, BEDFORD Forrest, M.D. 
Eastern State Hospital 
Knoxville, Tennessee 


PORTER, MARSHALL E., M.D. 
Sonoma State Hospital 
Eldridge, California 


PRUSMACK, JOHN J., B.S., M.Sc., M.D., 
F.A.P.A. 

Veterans Administration Hospital 

Palo Alto, California 


RAINES, GEORGE NEELY, M.D. 
U. S. Naval Hospital 
Portsmouth, Virginia 


RANGER, CONRAD ORPHILA, M.D. 
Norwich State Hospital 
Norwich, Connecticut 


RAPAPORT, WALTER, M.D. 
1320 K Street 
Sacramento, California 


RAYBURN, CHARLES R., A.B., B.S., M.D. 
Veterans Administration Hospital 
North Little Rock, Arkansas 


RENDER, NORMAN Davis, M.D., C.M. 
Mental Health Institute 
Clarina, Iowa 


ROBINSON, JR., G. WILsE, M.D. 
2625 West Paseo 
Kansas City 8, Missouri 


ROSSEN, RALPH, M.D. 
Hastings State Hospital 
Hastings, Minnesota 


ROWELL, ROBERT C., M.D. 
Terrell State Hospital 
Terrell, Texas 


RUILMANN, Cyril JOSEPH, M.D. 
311 Cotton States Building 
Nashville, Tennessee 


RUSSMAN, CHARLES, M.D. 
119 Main Street 

Middletown, Connecticut 
SCARBOROUGH, JAMEs S., M.D. 


Veterans Administration Hospital 
Waco, Texas 


SCHILLINGER, ARNOLD A., B.S. (Med), M.D. 
Veterans Administration Hospital 
Montrose, New York 
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SEWALL, LEE GooprIcH, M.D. 
Veterans Administration Hospital 
Downey, Illinois 


SHARP, Morris Louis, M.D., F.A.P.A. 
State Hospital 
Westboro, Massachusetts 


SHEA, JOHN THOMAS, M.D., C.M. 
Foxborough State Hospital 
Foxboro, Massachusetts 


SIMON, .ALEXANDER, M.D. 
Langley-Porter Clinic 
San Francisco, California 


SHOWSTACK, NATHANIEL, M.D. 
California Medical Facility 
San Pedro, California 


STEINBERG, D. Louis, M.D. 
100 East Chicago 

Elgin, Illinois 

STERLING, HAROLD W., M.D. 


Veterans Administration Hospital 
North Little Rock, Arkansas 


SUTTON, JOSEPH G., B.S., M.D. 
Essex County Overbrook Hospital 
Cedar Grove, New Jersey 


TALLMAN, FRANK F., M.D. 
School of Medicine 
U.C.L.A., Los Angeles, California 


TARJAN, GEORGE, M.D. 
Pacific State Hospital 
Spadra, California 


TARUMIANZ, MeEsrop A., M.D. 
Delaware State Hospital 
Farnhurst, Delaware 


TERHUNE, WILLIAM BarcLay, M.D. 
The Silver Hill Foundation 

Valley Road 

New Canaan, Connecticut 


TILLIM, SIDNEY J., B.S., M.D. 
Nevada State Hospital 
Reno, Nevada 


TOMPKINS, HARVEY JOHN, M.D. 
Veterans Administration 
Washington 25, D. C. 


TROLLINGER, ARVIN EARL, M.D., F.A.P.A. 


Veterans Administration Hospital 
Marion, Indiana 


Urse, V. G., BS., MD. 
Polk & Wood Streets 
Chicago 12, Illinois 


WabeE, Davip, M.D. 


510 Capital National Bank Building 
Austin 16, Texas 


WALKER, GALE, H., M.D. 
Polk State School 
Polk, Pennsylvania 


WALSH, WILLIAM VINCENT, B.S., M.D. 
Veterans Administration Hospital 

Augusta, Georgia 

WEDEMEYER, MARLIN RICHARD, A.B., M.D. 
1960 West Broad Street 

Columbus State Hospital 

Columbus 15, Ohio 


WEITz, PAUL, M.D. 
Veterans Administration Hospital 
Lyons, New Jersey 


WILLIAMS, Davin Bruce, M.D. 
Modesto State Hospital 
Modesto, California 


WITTSON, CEcIL, M.D. 
Nebraska Psychiatric Institute 
40th and Poppleton 

Omaha, Nebraska 


Woop, W. FRANKLIN, M.D., F.A.C.H.A. 
1075 Pleasant Street 
Belmont 79, Massachusetts 


Worrtis, §. BERNARD, A.B., M.D. 
410 East 57th Street 
New York 22, New York 


YERBURY, EDGAR C., M.D. 
Connecticut State Hospital 
Middletown, Connecticut 


ZAWACKI, B. EDWIN, M.D. 
Taunton State Hospital 
Taunton, Massachusetts 
ZELTZERMAN, ISRAEL, M.D. 
Veterans Administration Center 
Togus, Maine 

ZEMER, RALPH H., M.D. 
Apple Creek State Hospital 
Apple Creek, Ohio 
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ILLINOIS PSYCHIATRIC SOCIETY 


On May 19, 1954 the following members 
of the Illinois Psychiatric Society were elected 
to office for the year of 1954-55: 


President 
Dr. PERCIVAL BAILEY 
912 South Wood Street 
Chicago 12, Illinois 


Vice-President 
Dr. FRANZ ALEXANDER 
664 North Michigan 
Chicago 11, Illinois 


Secretary-Treasurer 
Dr. ALEX J. ARIEFF 
670 North Michigan 
Chicago 11, Illinois 


Councilors 
Dr. H. H. GARNER 
6 North Michigan 
Chicago 2, Illinois 
Dr. JAMES G. MILLER 
Department of Psychology 
University of Chicago 
Chicago, Illinois 


THE AMERICAN NEUROLOGICAL 
ASSOCIATION 


At the Seventy-Ninth Annual Meeting of the 
American Neurological Association held in At- 
lantic City, New Jersey from June 14-16, 
1954, the following officers were elected for 
the year 1954-1955: 
President Dr. PERCIVAL BAILEY 

Dr. J. M. NIELSEN 
First Vice-President Dr. A. R. VONDERAHE 
Second Vice-President Dr. PAUL C. Bucy 
Secretary-Treasurer..Dr. H. HOUSTON MERRITT 
Assistant Secretary Dr. CHARLES RUPP 


MEMORIAL FOR 
DR. NATHAN SAVITSKY 


A great loss was sustained by the untimely 
passing of Dr. Nathan Savitsky. To honor the 
memory of this outstanding neuropsychiatrist, 
scholar and humanitarian, funds are being col- 
lected for the establishment of a Nathan Savit- 
sky Laboratory in Neuro-Physiology at the Al- 
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bert Einstein College of Medicine (now under 
construction) of Yeshiva University. Commu- 
nications should be addressed to Dr. W. Kar- 
liner, 270 Park Ave., Bldg. A., Room 717, 
New York City. 


FOUR MAJOR POSTS FILLED 
IN DEPT. OF MENTAL HYGIENE 


Four major administrative posts in the State 
Department of Mental Hygiene were filled by 
appointments on June 21st by Commissioner 
Newton Bigelow, M.D. 

George F. Etling, M.D., became senior di- 
rector of Wassaic State School; I. Murray 
Rossman, M.D., assumed the director’s title at 
Gowanda State Homeopathic Hospital at Hel- 
muth; Herman B. Snow, M.D., became direc- 
tor of St. Lawrence State Hospital in Ogdens- 
burg, and Donald M. Carmichael, M.D., be- 
came director of aftercare clinics, a position 
equivalent in rank to director of a mental hos- 
pital. 


POSITIONS FOR 
CLINICAL PSYCHOLOGISTS 


The United States Civil Service Commission 
has announced a Clinical Psychologist examina- 
tion for filling positions paying $5,940 to 
$10,800 a year in Washington, D. C., and 
throughout the country. 

Appropriate education and experience is re- 
quired. No written test will be given. Further 
information and application forms may be se- 
cured at many post offices throughout the 
country, or from the U. S. Civil Service Com- 
mission, Washington 25, D. C. Applications 
will be accepted by the Commission until fur- 
ther notice. 


NATIONAL SOCIETY FOR CRIPPLED 
CHILDREN AND ADULTS 


A brilliant array of outstanding leaders in 
the rehabilitation, health, and welfare fields 
will participate in the 31st convention of the 
National Society for Crippled Children and 
Adults, Nov. 2—5, at Boston’s Statler Hotel. 

The convention theme, ‘Rehabilitation for 
Independence,” will highlight the Easter Seal 
Society's major objective of rehabilitating the 
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whole person for particiaption in everyday life 
at home, at school, at work and at play. Judge 
J. Raymond Tiffany, president of the National 
Society, will preside at the opening convention 
session. 

John F. Kennedy, junior U. S. Senator from 
Massachusetts, will give the keynote address: 


Notes and News 


‘Rehabilitation, Your Job and Mine.” A. L. M. 
Wiggins, chairman of the board of the Atlantic 
Coast Line Railroad Company and wi: ely 
known for his outstanding work as presicent 
of the Crippled Children Society of South C.ro. 
lina, will speak to volunteers of the Easter Seal 
Society at a special luncheon. 








